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e x e c u t i v e  s u m m a r y
The New Hampshire Attorney Generals’ office is responsible for assuring that all health care 
organizations that claim to be charitable organizations benefit the public. Charitable organizations are 
required to conduct a community assessment every five years and to submit a plan and annual 
updates on how funds are being used to address issues and barriers that related to the health of those 
served.
This report represents not only a legal obligation, but a dedicated effort on the part of the Healthy 
Manchester Leadership Council partners to assess and reveal the health-related determinants and status of 
Manchester area residents, to provide a model with strategic imperatives from which to plan, and to 
hold themselves accountable for responding to and improving the health status of its residents by the 
year 2015.
The Healthy Manchester Leadership Council, a partnership chaired by Manchester Health Department and 
composed of several Manchester area health and social services agencies, is committed to 
"measurably improving the quality of life for all Manchester residents.” Part of this mission is 
accomplished by measuring quality of life. With consultation and funding from other local and state 
organizations and foundations, the Healthy Manchester Leadership Council partners embarked on this 
2009 Community Assessment. The focus of this assessment is on the Manchester Health Service 
Area (HSA) as defined by the New Hampshire Department of Health and Human Services, and 
includes the towns of Auburn, Bedford, Candia, Deerfield, Goffstown, Hooksett, New Boston, and 
the City of Manchester.
Economic, social, health, education, public safety, and physical environment information is presented 
in this report and was collected from a variety of sources. Trends, comparisons among Manchester 
City, towns in the Greater Manchester HSA, and New Hampshire State data are presented. When 
possible, Healthy People 2010 Objectives and CDC Health Protection Goals are used as benchmarks. 
Quantitative information (measurable numerical data) was collected from national, state, and local 
governmental sources. Qualitative information (opinions, perceptions, thoughts) was derived from 
conducting structured focus groups with area residents, business leaders, and key providers of health 
care.
The population of the greater Manchester HSA is growing in size, and living longer; is increasingly 
multicultural with residents reflecting a variety of nationalities, languages, ethnic traditions, religious 
beliefs and ideologies; and is composed of many different family structures.1 The Manchester HSA 
has the largest population and number of jobs, but also has the lowest average income levels in the 
state. Increasingly, incomes are failing to meet the costs of living, including the costs of staying 
healthy and preparing for emergencies. Poverty is highly associated with risky behaviors, educational 
attainment, health status, employment, and self-reported quality of life. Residents experience 
discrepancies in health and health care access that are associated with their age, incomes, educational 
attainment and neighborhood.
This assessment identifies a variety of health-related concerns in Manchester City and the Health 
Service Area including heart disease, mental health, ambulatory-care sensitive conditions, health risk 
behaviors, sexual health, substance abuse, emergency department use and premature death.
Inadequate transportation, high cost of health care, and medically underserved areas exist in the 
region, as does under and overuse of existing health services resulting in a financial burden for the 
whole community.
Future community health improvement efforts require the “intentional” design of communities 
oriented around health promotion, disease prevention and population well-being. This needs 
assessment is an early stage of the Manchester Health Service Area’s community health improvement 
planning process (CHIP). The findings are intended to inform the public, and local governments, 
providers, hospitals, and other community organizations as they embark on their work of making and 
planning for a better and healthier Manchester Area.
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i. i n t r o d u c t i o n
Believe in a Healthy Community provides a snapshot of the health, well-being, and major issues facing the 
population of the Manchester Health Service Area (HSA). The Manchester HSA is defined by the 
New Hampshire Department of Health and Human Services and includes the eight towns Auburn, 
Bedford, Candia, Deerfield, Goffstown, Hooksett, Manchester and New Boston. This report is 
written for all area residents and leaders who believe in the potential of the region and who are 
striving to make it a better place to come to for work, play, raising families, and growing old with 
friends.
r e p o r t  a im
This document is part of a collaborative community health improvement process and has been 
developed to meet two major aims. First, the document provides a standard data resource for the 
City’s non-profit health care organizations for the development of their 2009 Community Benefit 
Reports. Second, this report will provide important information and data to the City of Manchester 
Health Department to guide and inform the 2010 Community Health Improvement Process for the 
Manchester HSA.
d a t a  s o u r c e s
The data collection process was purposefully designed to summarize standardized information from 
the New Hampshire State and Manchester City government and from local key informants including 
community members. Qualitative and quantitative data were also summarized and provide important 
perspectives to the developing portrait of the Manchester area.
Qualitative data were collected from local area residents through 14 separate focus group meetings 
and 19 key informant interviews, including an interview with a key leader from each of the HSA 
towns outside of Manchester and one group interview with key local business leaders. These data 
provide a closer look at the health care needs of the area through the perspective of those who 
receive - or who are in a position to receive — health care services in the future (i.e., all focus group 
participants, including participants who represented those who are more apt to have pressing health 
care needs compared to others), and from those in a position to provide care and services (i.e., key 
leaders).
Quantitative data were used to summarize aspects of health and well-being for the population. The 
data were collected from existing local, state, and national sources. The majority of the quantitative 
data were obtained from the Census Bureau, the American Community Survey, the New Hampshire 
Behavioral Risk Factor Surveillance System (BRFSS), the New Hampshire Youth Risk Behavior 
Surveillance System (YRBSS), the Manchester Health Department, and numerous state and local 
agencies. The New Hampshire Department of Health and Human Services, Office of Health 
Statistics and Data Management provided extensive data and technical assistance to this project.
The final indicators of public health and well-being used in this report were created by developing 
lists of recommended indicators for each of the Strategic Imperatives. Indicators chosen are science- 
based and primarily drawn from the following reputable sources: Institute of Medicine’s State of the 
USA Health Indicators report and book;2 Institute of Medicine Report: Improving Health in the
B e l i e v e  i n  a  H e a l t h y  c o m m u n i t y
Community;3 the Department of Health and Human Service’s Community Health Status Indicators;4 
the Centers for Disease Control and Prevention’s Chronic Disease Indicators;5 Healthy People 2010 
Leading Health Indicators;6 and the National Association for County and City Health Officials Tool: 
Mobilizing for Action through Planning and Partnerships.7
L i m i t a t i o n s  o f  t h e  Da t a  So u r c e s
It remains challenging in New Hampshire to obtain timely, comprehensive, quantitative public health 
data that are analyzed at a geographic level smaller than the state or county. However, over the past 
ten years the New Hampshire Department of Health and Human Services (NHDHHS) has made a 
concerted effort to provide the City of Manchester Health Department data relevant to the 
Manchester area population. These data are available, in part, because the city population is large and 
information describing its population can be summarized, while concurrently protecting the privacy 
of the individuals from whom these data are collected. By special request, data for the entire 
Manchester HSA can also be obtained. Town level data can be obtained from NHDHHS but often 
must be rolled up over multiple years as annual data counts are often too small to be made publicly 
available. Thus, for purposes of this report we have used town level data when it is available but often 
had to rely on aggregated HSA data and Manchester City data to tell the story of the local area. It 
should be noted that when HSA data are used the City of Manchester statistics are included in these 
data. Thus, because the city population is so large, we assume that what is happening in the city 
population drives the direction of these data.
Although we made a concerted effort to obtain qualitative data from persons who live outside of the 
City of Manchester (but who receive services through Manchester health care organizations) our 
focus groups were dominated by city residents. Thus, in an effort to better describe the needs of 
those who live within the HSA but outside of Manchester City, we interviewed at least one key leader 
in each of the seven HSA towns surrounding Manchester. Future assessments of the Manchester 
HSA might include additional funding for hosting community town hall style meetings for those who 
live within the HSA, but outside of the city proper.
Some community partners requested health data that differentiated among specific groups in the area. 
Except in a few circumstances, the data provided would not allow for examination of differences 
among races or ethnicities. Some data from the NHDHHS distinguishes between white or non-white 
residents, but does not give further racial/ethnic detail. While the size of minority populations has 
been growing in the HSA, the number of individuals sampled in surveys was too small to provide 
representative data for race and ethnicity. Additionally, there was lack of available health data 
regarding smaller age groupings, such as for adults age 75 and over. This is a major limitation of this 
assessment. The focus group results, however, represent input from a mix of community members 
that resembles Manchester’s actual racial and ethnic distribution.
For further information about race and ethnicity as it relates to community health, please refer to 
Manchester Health Department’s “2004 Snapshots of Social and Economic Well-Being by Race and 
Ethnicity in our Community” at:
http://www.manchesternh.gov/website/Departments/Health/DataandReports/tabid/700/Default.aspx
B e l i e v e  i n  a  H e a l t h y  c o m m u n i t y 2
h o w  t o  r e a d  t h i s  r e p o r t
The report is organized into chapters that summarize quantitative and qualitative data aligned with 
the Healthy Manchester Leadership Council Strategic Imperatives. This report does not prescribe 
action that should be taken in response to the data. It presents data that can be used to help make 






Chapter VI & 
Chapter VII:
This Introduction provides an introduction to the reader of the report aim, 
data sources and limitations and provides a short description of each of the 
chapters to follow.
The Strategic Imperatives fo r Health Improvement is described in detail. The 
framework of these strategic imperatives guided the planning of this needs 
assessment as well as the organization of the report and its unique chapters.
The Changing Area Demographics are presented as an overview of the 
Manchester Health Service Area (HSA) and Manchester City (Manchester 
or the City) and attempts to acquaint the reader with basic information that 
is important for understanding the context of each of the chapters that 
follow it.
The first strategic imperative, Healthy People in Every Stage o f  Life, is the basis 
of chapter four. Since findings are presented and organized by age groups 
rather than subject areas, the reader needs to seek the data of interest in the 
sections for the age groups it most affects.
People Accessing Quality Health Care summarizes the second strategic 
imperative and the overall quality of the Manchester HSA health system; 
focusing on the issues of quality, cost and access. The Data Snapshot at the 
end of this chapter summarizes input on access from the community 
perspective.
These chapters summarize strategic imperatives three and four, and 
introduce new ideas about how to think about improving health. Both 
chapters are organized to introduce board concepts and noteworthy data to 
the reader. Input from focus group participants and key leaders are included 
in Chapter Six, Healthy People in Healthy Neighborhoods, but not in 
Chapter Seven, People Prepared for Emerging Health Threats.
Chapter VIII: In this chapter The Community Provides Input to This Needs Assessment we
attempted to find themes across input from the focus groups and key 
leader interviews. The theme of intentional community design and key 
community health issues as reported by the public are discussed.
Chapters four through eight are organized in the same way starting with a summary of the Key 
Issues for the age group and followed by an overview and summary of demographics. Then the 
chapter is organized by the following main themes always presented in the same order: (a) current 
health - including causes of death and morbidity, (b) access to health care services, (c) risks to future 
health - including physical and social environmental factors, (d) the community weighs in (summary 
of focus group and key leader input as appropriate), and (e) Data Snapshot. At the end of the 
chapter the conclusion section encompasses data from all age groups.
B e l i e v e  i n  a  H e a l t h y  c o m m u n i t y 3
The Data Snapshot: Tables for the age groups described in the Healthy People in Every Stage o f  Life
section contains a full list of indicators and baseline data used in each 
chapter for quick reference. These data are described in detail below so that 
the reader can use them to their full potential.
The left column of each table is the list of key indicators of health and well 
being that were selected for each age group for the needs assessment as well 
as for future tracking within Manchester and/or the health service area 
(HSA). The columns to the right of the indicators share data about 
Manchester, the HSA, and the rest of the state of New Hampshire not 
counting Manchester, so we can compare health measures across those 
three geographic ranges.
The fifth column on some tables provides some Healthy People 2010 (HP 
2010) national targets. HP 2010 “is a statement of national health objectives 
designed to identify the most significant preventable threats to health and 
to establish national goals to reduce these threats.”6 The Healthy People 
initiative develops a new set of national targets every ten years. In future 
needs assessments, HP 2020 objectives will serve as targets.
The data tables provide a quick reference for various aspects of our risks to 
health and well being in the area. They do not show trends, but do allow 
limited geographic comparison. When reading the measures associated with 
a particular indicator, for example, the first one “Percent of births to 
mothers who are unmarried,” compare the columns of data to see if the 
phenomenon or status is more common in one area or another. For 
indicators, such as the first one, in which there is an asterisk (*) next to a 
data point, that amount or percentage is statistically significantly higher then 
the result for the rest of the state of New Hampshire. A statistically 
significant result is one in which the difference you see is not likely to have 
happened by chance. All results presented that do not have an asterisk are 
not significantly different from the rest of New Hampshire.
Some important aspects of the data tables include:
• Indicators described as “developmental” are ones for which data 
were not available for this report, but we wish to monitor for future 
use.
• Found in many cells, “na” means “not available.” Results for the 
HSA towns other than Manchester are not available from the recent 
(2007) American Community Survey.
• The findings for the Manchester HSA include Manchester with 
seven other towns. This affects our interpretations when we 
compare Manchester to the HSA based on the data.
• For a few indicators, Manchester City data are not available because 
either the resulting number was too small to be used or the sample 
surveyed was too small for reliable data.
• For many indicators, confidence intervals are available though not 
listed on the table.
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• The list of indicators for each age group was developed first by 
extensively listing science-based and recommended indicators from 
reputable sources.
The primary sources for indictors include:
o  the Institute of Medicine’s State of the USA report and the 
book, Improving Health in the Community;
o  the Department of Health and Human Service’s 
Community Health Status Indicators;
o  the Centers for Disease Control and Prevention’s Chronic 
Disease Indicators;
o  Healthy People 2010 Leading Health Indicators; and
o  the National Association for County and City Health
Officials tool, Mobilizing for Action through Planning and 
Partnerships.
The indicator lists were then reviewed by people in the health 
department and in community organizations to ascertain which 
were most relevant or useful for our community needs assessment. 
The list was finalized by adding indicators based on community 
organizations specific interests or data availability.
Chapter IX: The Conclusion contains an overview of noteworthy findings.
The Appendices: The Appendices contain useful additional materials including the needs
assessment methods, more extensive information from community 
members, and profiles of partner organizations.
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ii. s t r a t e g i c  i m p e r a t i v e s  f o r  
h e a l t h  im p r o v e m e n t
b a c k g r o u n d
The leading causes of death in the Manchester Health Service Area (HSA) have changed over the past 
125 years from death from infectious diseases to deaths from chronic diseases. Currently, children 
(who represent a small proportion of area deaths) tend to die from accidents or from health 
conditions with which they were born, compared to the past when they died from conditions related 
to sanitation and crowding such as diarrhea and enteritis. Likewise communicable diseases (for 
example, pneumonia, and tuberculosis) that took the lives of adult residents in the 19th century have 
essentially been replaced by chronic diseases such as heart disease and cancer. Poverty, which has 
constantly plagued the area, used to contribute to poor population health by forcing people to live in 
conditions in which diseases spread easily. Now, poverty contributes to population health by limiting 
people’s options for food, activities, work, health care, and living situations in ways that make chronic 
disease more common.
It is important that the public health community continue to improve sanitary conditions and 
endeavor to prevent the spread of communicable diseases through efforts to vaccinate area residents. 
It is equally important, however, for public health to partner with a broad coalition of community 
organizations, including health care providers, to develop new models to address the environmental, 
biological, socioeconomic, cultural and behavioral factors associated with the chronic diseases which 
contribute to the burden of illness, disability, and death in the community today.
In the late 1990s a partnership of eleven health and social service organizations serving the 
Manchester HSA, originally known as the Manchester Compass Steering Committee, came together 
to conduct the Greater Manchester Area Community Needs Assessment. The Steering Committee, 
now named the Healthy Manchester Leadership Council (HMLC), is chaired by the City of 
Manchester Health Department's Public Health Director and Deputy Public Health Director. Since 
1997, the Council has grown in membership and has worked to address critical health issues 
identified by local needs assessments.
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St r a t e g i c  Im p e r a t i v e s
The Healthy People 2010 Overarching Goals and the Center for Disease Control and Prevention’s 
Health Protection Goals have shaped the development of our own Healthy Manchester 2015 
Strategic Imperatives. The Healthy Manchester 2015 Strategic Imperatives are organized around four 
overarching goals:
Goal 1: Eliminate preventable disease, disability, injury and premature death. This
goal is a relatively measurable standard by which to judge success of the community 
health improvement process. In this report our analysis and recommendations are 
directed toward the four outcomes of preventable disease, disability, injury and 
premature death.
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Goal 2: Achieve health equity and eliminate health disparities. A community that has
eliminated health disparities does not have differences in health status that occur by 
gender, race or ethnicity, education or income, disability, geographic location or 
sexual orientation. A community that has achieved health equity is a community in 
which the policies, systems, and institutions treat everyone similarly and fairly. Both 
concepts are based on the premise that all people have a right to health. A 
community with health equity and without health disparities is one in which all 
people have equal opportunity to reach their full health potential.
Goal 3: Create social and physical environments that promote good health for all. This
goal recognizes that determinants of health are broad, and that most aspects of our 
daily lives ultimately have an effect on community health. As is recognized in this 
report, improving the social setting and environment in which we live will take a 
coordinated effort beyond what the health department, hospitals, and social service 
providers can accomplish alone.
Goal 4: Promote healthy development and healthy behaviors at every stage of life.
This goal further shaped the organization of the assessment process and this report, 
directing us to focus on age groups rather than specific behaviors or health 
problems. This goal implies the importance of coordinating the efforts of disparate 
organizations and entities that affect certain age groups.
These four overarching goals shaped the development of the HMLC 2010 Strategic Imperatives that 
are summarized below.
STRATEGIC IMPERATIVE #1: Healthy People in Every Stage of Life. This directs us to 
consider life as a succession of stages, each of which has specific risks, needs, 
advantages and challenges.
STRATEGIC IMPERATIVE #2: People Accessing Quality Health Care. This strategic
imperative touches on various components of health care in the Manchester area, 
including quality, cost, usage, access and outcomes.
STRATEGIC IMPERATIVE #3: Healthy People in Healthy Places. This strategic imperative 
recognizes the need to consider the physical context that supports or hinders 
community health.
STRATEGIC IMPERATIVE #4: People Prepared for Emerging Health Threats. This
strategic imperative directs us to take steps to help the community be as prepared as 
possible to identify emerging threats and to reduce community vulnerabilities.
These strategic imperatives (as framed by the Healthy People 2010 Goals) provided the platform for 
the development of the Healthy Manchester 2015 Framework (see figure on the following page). This 
framework will provide area leadership with components of a powerful roadmap for improving the 
health and well being of the population of the Greater Manchester Area and guided the planning of 
this needs assessment process, as well as the organization of this report.
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h e a l t h y  M a n c h e s t e r  2015
C o m m u n i t y  h e a l t h  i m p r o v e m e n t  p l a n
“HEALTHY PEOPLE IN HEALTHY NEIGHBORHOODS ”
Goal 1: Eliminate preventable disease, disability, injury, and premature death. 
Goal 2: Achieve health equity and eliminate health disparities.
Goal 3: Create social and physical environments that promote good health for all. 
Goal 4: Promote healthy development and healthy behaviors at every stage of life.













WORKING IN PARTNERSHIP WITH 
RESIDENTS AND COMMUNITY COLLABORATIONS
HEALTHY MANCHESTER LEADERSHIP COUNCIL
CITY OF MANCHESTER HEALTH DEPARTMENT
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iii. c h a n g i n g  a r e a  d e m o g r a p h i c s
a r e a  p o p u l a t i o n s  a r e  g r o w in g
Manchester and the surrounding towns of Auburn, Bedford, Candia, Deerfield, Goffstown, Hooksett 
and New Boston make up what is known as the Manchester Health Service Area (HSA). The HSA 
has a population of 179,894 persons (2007), represents approximately 14% of the New Hampshire 
state population (1,315,829) and makes up most of the major service area of the two Manchester 
hospitals.8 In 2006 the HSA experienced 11.3% of the state’s total births and 10% of the state’s total 
deaths.9
Ma n c h e s t e r  H e a l t h  S e r v i c e  A r e a  (H S A )
P o p u l a t io n  P r o j e c t i o n s  (B a s e d  o n  2 0 0 5  P o p u l a t i o n  E s t i m a t e s )
1990 20 0 0 2007
20 1 0
(estimate) 20 2 0 2030
Auburn 4,085 4,682 5,157 5,360 5,790 6,170
Bedford 12,563 18,274 21,146 21,810 23,940 25,400
Candia 3,557 3,911 4,181 4,250 4,570 4,840
Deerfield 3,124 3,678 4,181 4,420 4,780 5,100
Goffstown 14,621 16,929 17638 18,600 20,260 21,800
Hooksett 8,767 11,721 13,675 14,330 16,360 18,100
New Boston 3,214 4,138 5,042 5,190 5,690 6,160
Manchester 99,567 107,006 108,874 112,400 117,620 121,700
Total M anchester 
Health Service Area 149,498 170,339 179,894 186,360 199,010 209,270
Source: N ew Hampshire Office o f  Energy and Planning and US Census
The City of Manchester (referred to as Manchester or the City throughout this report) is the largest 
community in northern New England. With a total population of 108,874 residents, Manchester 
represents 60.5% of the HSA and 8.3% of the state’s total population. The table below displays how 
the population of Manchester is distributed by age and gender.
A g e  in 
Ma n c h e s t e r
A p p r o x i m a t e  
P o p u l a t i o n  2 0 0 7
P e r c e n t  o f  
T o t a l  2 0 0 7
Under 5 8,944 8.3%
5 to 17 15,668 14.5%
18 to 29 18,912 17.5%
30 to 49 31,946 29.5%
50 to 64 19,152 17.7%
65 and up 13,732 12.7%
All Males 54,344 50.2%
All Females 54,010 49.8%
Source: American Community Survey
B e l i e v e  i n  a  H e a l t h y  c o m m u n i t y 11
a  l o n g e v i t y  r e v o l u t io n
More people are living longer and 
individuals in the large “baby boomer” age 
group are now reaching the retirement age 
of 65. In the next forty years the number 
of people in the nation age 65 and older is 
expected to more than double.1 The 
population of the Manchester HSA is 
expected to experience the same type of 
growth.
For example, the number of Manchester 
adults ages 65 and older grew by 13% 
from 1980 to 2000. It is projected that this 
population will grow by another 85% from 
2000 to 2020. The population of older 
adults in the other HSA towns grew by 
82% from 1980 to 2000 and is projected Source: N H  Office o f  Energy and Planning, US Census, M anchester Health Department
to more than double from 2000 to 2020.
This high growth rate of the elderly group in the Manchester HSA suggests that leadership should 
anticipate and plan for an increase demand for services that adequately address the needs of older adults.
g r o w in g  m u l t i c u l t u r a l i s m
Over the last decade, in addition to growing in size, Manchester HSA’s population has become more 
diverse in its cultures, languages, religious beliefs and other ideologies. This is especially true for 
Manchester which is a refugee resettlement site.
T o t a l  N e w  H a m p s h i r e  R e f u g e e  R e s e t t l e m e n t  b y  M u n i c i p a l it y : F e d e r a l
F i s c a l  Y e a r  2 0 0 2 - 2 0 0 8
FY 02 FY 03 FY 04 FY 05 FY 06 FY 07 FY08 total
Manchester 182 195 471 165 146 99 246 1,504
Concord 11 38 75 126 54 94 192 590
Laconia 33 5 8 15 55 13 59 188
Franklin 13 6 0 2 0 0 0 21
Nashua 0 0 0 2 5 51 12 70
Haverhill 5 0 0 0 0 0 0 5
Milford 4 0 0 0 0 0 0 4
Hooksett 3 0 0 0 0 0 0 3
Warner 0 0 0 2 0 0 0 2
Hanover 2 0 0 0 0 0 0 2
Peterborough 0 0 1 0 0 0 0 1
Charlestown 0 0 0 0 0 0 3 3
Boscawen 0 0 1 0 0 0 9 10
TOTAL 251 244 556 312 260 257 521 2,403
Source: N ew Hampshire Department o f  Education; N ew Hampshire Office o f  Refugee Resettlement
Projected Growth in Population of Adults Age 65 
and Older in the HSA, 1960 to 2020 (Calculated 
Using County Cohort Growth Projections)
30000
1960 1980 2000
□  Manchester d O th e r HSA towns
2020
Projection
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As of 2007, nearly 10% of Manchester’s residents were born outside of the United States, which 
is twice the percent of people in all of New Hampshire who are foreign born. Over 17% of 
Manchester’s residents speak a language other than English at home. Around 5% of households 
are linguistically isolated, meaning that all members of the household ages 14 and older have at 
least some difficulty with English.8 The HSA towns of Hooksett, Goffstown, and Bedford also 
report having enrolled students with Limited English Proficiency although their numbers have 
dropped over the years.
S t u d e n t s  w it h  L im it e d  E n g l is h  P r o f i c ie n c y  in  P u b l i c  S c h o o l s
s y  00-01 SY 01-02 SY 02-03 SY 03-04 SY 04-05 SY 05-06 SY 06-07 SY 07-08
Auburn 0 0 0 0 0 0 1 0
Bedford 13 14 53 7 4 2 5 5
Candia 0 1 2 0 2 0 0 0
Deerfield 0 0 0 0 0 0 1 0
Goffstown 1 11 15 30 21 29 34 22
Hooksett 24 24 27 38 40 50 15 13
New Boston 0 3 3 4 3 1 0 0
Manchester 1,326 1,456 1,342 1,296 1,181 1,202 936 942
TOTAL 1,364 1,509 1,442 1,375 1,251 1,284 992 982
Source: N ew Hampshire Department o f  Education, L im ited English Proficiency Enrollment
In the Manchester school system (which draws students from the HSA towns of Hooksett, Auburn 
and Candia for high school), the proportions of enrolled students who are non-white has increased 
over the past decade with about a two-fold increase in those who are Hispanic and Black.
Growth in Racial/Ethnic Diversity 







00-01 SY 04-05 SY 08-09 SY
□  Am erican Indian or A laskan Native
□  Asian or Pacific Islander
□  Black, Non-Hispanic
□  Hispanic
Growth in Racial/Ethnic Diversity 





00-01 SY 04-05 SY 08-09 SY
□  Am erican Indian or A laskan Native
□  Asian or Pacific Islander





Source: N ew Hampshire Department o f  Education
The Carsey Institute reported that between 2000 and 2007 the minority population in Manchester 
grew  by 32% (5,200people) while the non-Hispanic white population declined by 2%.10
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f a m i l y  s t r u c t u r e  is  c h a n g i n g
Across the United States family households take a variety of forms. Households may be headed by 
married or unmarried partners as well as by individuals. They may or may not have school-age 
children present. They may be headed by grandparents. They may contain foster children. Over the 
past seven years the percent of households in Manchester composed of two married parents with 
their own school-age children has decreased from 19.2% to 14.8%.
Ho u s e h o l d  C o m p o s it i o n  in Ma n c h e s t e r , t h e  h s a  a n d  N e w  Ha m p s h i r e ,
2 0 0 0  a n d  2 0 0 7
Households









2007  NEW 
Hampshire*
Percent of all households that 
are composed of a married 
couple family with own 
children under 18
33.78% 19.20% 25.36% 14.80% 22.80%
Percent of households with an 
adult householder living alone
16.43% 31.70% 24.44% 32.80% 24.10%
Percent of households that 
have a male adult householder, 
no wife present, and children 
present under 18 years
1.99% 2.80% 2.49% 2.90% 2.40%
Percent of households that 
have a female adult 
householder, no husband 
present, and children present 
under 18 years
4.26% 8.10% 6.27% 10.30% 6.50%
* 2007 Data are not available f o r  the Manchester HSA  
Source: 2000 Census, 2007American Community Survey
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j o b s  a n d  w a g e s
Within the HSA, Bedford has the highest median household income and Manchester City has the 
lowest. Similarly, Manchester has the highest percentage of families living in poverty, while Deerfield 
has the lowest. Yet jobs in Manchester, many of which are held by people who live outside the City, 
pay relatively well (second only to Bedford). Also, Manchester has the most jobs of any town in the 
HSA, with an average annual employment of 67,349 in 2007.
L a b o r  f o r c e , In c o m e , a n d  Wa g e s  in  t h e  H S A
Auburn Bedford Candia Deerfield Goffstown Hooksett Manchester NewBoston
Size of Labor Force, 
2007 3,167 11,374 2,629 2,302 10,337 7,968 62,106 3,006
Median Household 
income, 1999 $70, 774 $84,392 $61,389 $61,367 $55,833 $61,491 $40,774 $66,020
Per capita income, 1999 $28,405 $37,730 $25,267 $24,160 $21,907 $24,629 $21,244 $26,488
Families below poverty 
level, 1999 1.6% 1.6% 2.3% 1.3% 2.6% 3.2% 7.7% 3.1%
Average employment in 
goods producing, 2007 665 1321 317 69 457 1,842 9,245 122
Average weekly wage in 
goods producing, 2007 $891 $1271 $962 $926 $855 $1,179 $999 $714
Average employment in 
service providing, 2007 619 12,038 404 195 1,957 5,584 50,769 385
Average weekly wage in 
service providing, 2007 $795 $933 $696 $483 $486 $737 $875 $648
Average employment in 
government, 2007 156 902 114 173 1129 607 7,335 173
Average weekly wage in 
government, 2007 $654 $799 $690 $633 $687 $679 $1,046 $732
Total average 
employment, 2007 1439 14,262 835 437 3,544 8,033 67,349 681
Average weekly wage, 
2007 $824 $955 $796 $612 $598 $834 $910 $681
Total Tax rate per 
$1000, 2007 $13.71 $18.99 $18.59 $17.53 $24.70 $22.68 $16.57 $14.02
■ — highest ranked HSA towns for this economic measure ■ — lowest ranked HSA town for this economic measure
Source: Economic &  Labor M arket Information Bureau, N ew Hampshire Employment Security, 200811
In 2005 in Manchester, a family of four with both parents working needed to make $50,031 annually 
($12.03 per hour) to meet basic needs.12 That same year the median household income in Manchester 
($50,199) was a bit above the basic needs level ($50,404).8 However, in 2007, only 55% of the 
households in Manchester reached the livable wage level13 which had increased to $53,192 (equivalent 
wage of $12.79 per hour).
According to the American Community Survey, the most common type of employment in 
Manchester is in educational services, health care, and social assistance (20.3%). Manchester makes up 
8.2% of the state’s labor force.
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b e l i e v e  i n  a  H e a l t h y  c o m m u n i t y
i v . h e a l t h y  p e o p l e  in  
e v e r y  s t a g e  o f  l i f e
(S t r a t e g i c  Im p e r a t iv e  On e )
h e a l t h y  s t a r t : B IR TH  TO S IX
key  is s u e s
• Death and disability from preventable injuries remain a concern for the area’s 
children.
• Manchester and Manchester HSA mothers are more likely to be unmarried at the 
time of birth, have less than a high school education, and have smoked while 
pregnant compared to the rest of New Hampshire.
• A higher proportion of births in Manchester result in low-birth weight infants.
• Hospitalization for acute Ambulatory Care Sensitive Conditions for children 
from birth to age 4 in Manchester and the HSA is significantly greater than in the 
rest of the state.
• Many children in Manchester HSA are born into circumstances that adversely 
affect their health and development. For example, aging housing stock in the City 
is associated with high levels of lead exposure, and poverty is associated with 
higher levels of childhood anemia.
Ov e r v i e w
Promoting the health of young children before five years of age could save society up to $65 billion in 
future health care costs according to an examination of childhood health conducted by Johns 
Hopkins Bloomberg School of Public Health. From this study it was determined that unintentional 
injury, tobacco exposure, obesity, and mental health contribute substantial burdens to the health of 
pre-school children and are precursors to a variety of health problems throughout the lifespan.
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D e m o g r a p h i c s
P o p u l a t i o n  o f  0 - 5  y e a r  o l d s  in 
Ma n c h e s t e r , 2 0 0 7










Under 3 years 4,830 4.4% 3.3%
3 and 4 years 3,994 3.7% 2.4%
5 years 1,189 1.1% 1.1%
All children 0-5 10,013 9.2% 6.8%
Source: American Community Survey 2007
P o p u l a t i o n  o f  0 - 5  y e a r  o l d s  












New Boston 316 7.6%
Source: United States Census Bureau, 2000
C u r r e n t  H e a l t h
Ca u se s  of death
The leading causes of death for children 0-4 years of age in Manchester, the HSA, and New 
Hampshire from 2001 to 2006, are summarized below.15
• Perinatal conditions
• Congenital malformations, deformities and chromosomal abnormalities
• Unintentional injury (accidents)
• Cerebrovascular diseases
• Malignant neoplasms
The rate for each cause of death is not significantly different when comparing Manchester to the 
HSA or to the rest of New Hampshire from 2001 to 2006.
Low Birth Weight and Very Low Birth Weight
Infants born with a low birth weight (LBW) are at a higher risk of infant mortality and of long-term 
health issues than babies born at a normal weight.16
In the past decade some maternal and child health outcomes in Manchester have improved; however, 
there remains reason for concern regarding indicators associated with higher infant mortality such as 
low birth rate (LBW is <2500 grams or 5.5lbs) and very low birth weight (VLBW is <1500 grams or 
3.3 lbs).15 The Healthy People 2010 national target for LBW is no more than 5.0% of all births and 
for VLBW no more than 0.9% of all births.17 Both the HSA and City of Manchester exceed these 
targets.
In the HSA in 2006, 305 births resulted in LBW or VLBW babies who were immediately at increased 
risk for poor health outcomes (see table on next page).
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Low Birth Weight 6.8% 5.8% 5.5% 5.0
Very Low Birth Weight 1.6% 1.6% 1% 0.9
Source: N H  DHHS, Healthy People 2010
Unintentional Injury - Accidents
Nationally, injuries and accidents cause the most disabilities and deaths among pediatric populations, 
affecting 20% to 25% of this age group annually. Infants have the second highest injury rate of all 
groups of children. Many injuries are preventable and are associated with the surrounding 
environment. Toddlers and preschoolers experience a large number of falls and poisonings as they 
are active and inquisitive and have not fully developed logic abilities.18 The graph below depicts the 
percent of children from birth to four years from Manchester and Manchester HSA who went to the 
emergency department to be treated for injuries from 2000 to 2005.
Percent of 0 to 4 Year Olds Visiting the 
Emergency Department for Injuries 
2000 to 2005
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Manchester Manchester HSA NH without Manchester
Source: New Hampshire DHHS
Trends in Emergency Department (ED) use for injury trends for this age group in the City of 
Manchester are similar to the rest of New Hampshire, but significantly higher than those of the HSA.15
V i s i t s  t o  a n  E m e r g e n c y  D e p a r t m e n t  f o r  In j u r i e s  a m o n g  C h il d r e n
a g e  O t o  4  in  2O O 5
# of Ed Visits % of children 0-4 95% C.l.
Manchester 846 12.5% (11.7-13.2%)
Manchester HSA 1,207 11.0% (10.4-11.6%)
Rest of NH 8,505 12.7% (12.5-13.0%)
Source: M anchester Health Indicators, Hospitalization Data from Office o f  Health Statistics and Data Management, N H  DHHS
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Ac c e s s  To  H e a l t h  Ca r e  S e r v i c e s
a c c e ss  to Care
In order for children to 
achieve optimal health, they 
should have regular access to 
high-quality medical and oral 
health care including access to 
preventive health services such 
as immunizations and 
screening tests, as well as 
counseling designed to support 
change in the personal health 
behaviors of patients or 
families before clinical disease
develops.19
Immunization is among public 
health’s greatest achievements 
within the past century and 
remains the foremost weapon 
in the battle against vaccine- 
preventable diseases. The graph illustrates the percent of first grade children in Manchester who 
were fully immunized with the 4:3:1 series at 24 months of age from 1997-2009 (% immunized = 
DPT/DTaP 4, Polio 3, MMR 1). Concentration of need persists in some neighborhoods within the 
community. For example, the low-income public school population (Title I schools) in Manchester 
continue to have immunization rates below the Healthy People 2010 target of 90% coverage by age two.20
Ambulatory care sensitive 
conditions, such as diabetes 
and asthma, are conditions 
where appropriate outpatient 
care can prevent or reduce the 
need for admission to a 
hospital. A disproportionately 
high rate of such conditions 
has been associated with 
barriers to access to primary 
care.21 Hospitalization of 
children from birth to age four 
in Manchester and the HSA 
for acute Ambulatory Care 
Sensitive Conditions is 
significantly greater than in the 
rest of the state.
Source: Office off Health Statistics and Data Management, N H  DHHS
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R i s k s  To  Fu t u r e  H e a l t h
Risk factors that can impede healthy childhood development include environmental and economic 
factors. Communication, collaboration and partnerships among multiple community systems are 
warranted to address the environmental health needs of children and families.22
Pregnancy Environment
Parents and care givers can help assure the health of their children by: (a) getting timely and 
appropriate prenatal care, (b) not smoking during pregnancy or around their children in their 
homes, and (c) creating a safe home environment.
Ma t e r n a l  a n d  In f a n t  H e a l t h  In d i c a t o r s , 2O O 6
Manchester Manchester
h sa
state of nh 
Without 
Manchester
Tobacco Use During Pregnancy 19.7%* 16.1% 17.5%
Late or No Prenatal Care 2.6%* 2.2%* 1.3%
First Trimester Prenatal Care 
received among all pregnant women 73%* 75%* 68%
White pregnant women 74%* 77%* 68%
Non-White pregnant women 67% 69% 66%
* Difference between Manchester and N H  is statistically significant by z  score 
Source: N H  DHHS
The proportion of women who smoke during pregnancy in Manchester in 2006 (19.7%) was 
significantly higher than in the HSA (16.1%) or the rest of the state (17.5%). Women who smoke 
during birth are more likely to give birth prematurely, have complications in birth, and give birth 
to a low-birth weight baby.
Compared to the rest of the state (2006), a significantly higher proportion of pregnant women in 
Manchester and its HSA received prenatal care within their first trimester of pregnancy (73% 
Manchester, 75% Manchester HSA, vs. 68% state without Manchester). It is important, however, 
to note that in both Manchester and the HSA a higher percentage of white women received first 
trimester care compared to non-white women.
During the same year a significantly higher proportion of Manchester and Manchester HSA 
pregnant women received prenatal care late in their pregnancies or not at all (Manchester 2.6%, 
n=42 ; Manchester HSA 2.2%, n=52) compared to the state (1.3%, n=170). Thus, of all the 
pregnant women in the state who received late or no prenatal care, 25% were from Manchester HSA.
Physical Environment and sa fety
The City of Manchester was declared a high-risk community for lead poisoning due to the abundance 
of older housing stock with lead paint. Approximately 43.8% (2007) of Manchester’s housing was 
built prior to 1950.24 Based on the City’s high-lead risk designation, a universal screening approach is 
recommended (i.e., all one and two year old children are screened for high lead levels). Since 2000, a 
total of 19,602 children under age six have been screened for blood lead and 583 children have been 
identified as having an elevated blood lead level > 10 ug/dl.
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B l o o d  L e a d  S c r e e n i n g  a n d  E l e v a t e d  B l o o d  L e a d  a m o n g  
C h il d r e n  U n d e r  6  in  Ma n c h e s t e r  a n d  N e w  Ha m p s h i r e , 2 0 0 8
Number of Children 
S creened for Blood 
Lead
Number of Children 
with New Confirmed 





Manchester 2,524 49 1.9%
New Hampshire 15,545 140 0.9%
Source: N ew Hampshire Childhood L ead Poisoning and Prevention Program.
Lead poisoning can have broad affects on children including intellectual and behavioral deficits.25 
The table below outlines blood lead screening data from 2006 to 2008 within the City of Manchester.
2 0 0 6 - 2 0 0 8  B l o o d  L e a d  S c r e e n i n g : B l o o d  L e a d  L e v e l s  a n d  
E l e v a t e d  B l o o d  L e a d  a m o n g  C h il d r e n  S c r e e n e d
Town Pre-1950  Housing %
Age Group 
( months) 2006 2007 2008
Manchester 43.8% 12-23 screening 77.5% 75.1% 73.6%
24-35 screening 38.6% 52.1% 45.9%
12-35 elevations 2.7% 2.0% 1.9%
Source: N H  Childhood L ead Poisoning Prevention Program, 2008
Family and S ocial Environment
Family structure may influence early child 
well-being. For example, children in 
households with single parents are at higher 
risk of disadvantages, such as living in a 
household with food insecurity.26 Single-parent 
households may have lower incomes, and in 
turn may experience challenges accessing 
medical and oral health care, including routine 
preventive care. Since 2001, increasing 
numbers of children in the HSA and City have 
been born to unmarried mothers.
Education
The first years of life are considered the most 
important for cultivating the foundation for 
success throughout the life span. Children are 
learning from the time of birth and they thrive 
on stable and nurturing relationships, which 
encourage their curiosity and learning 
potential. Children flourish when their care 
providers are learners themselves.27 A measure 
of maternal education may be a predictor of a 
parents’ ability to encourage children to grow 
and learn. The percent of births to mothers 
with a high school diploma or less has been 
consistently higher in Manchester than the HSA and the rest of the state since 2000.15
Percent of Births to Mothers with a High School 
Diploma or Less, 2006
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poverty
Children who live in poverty may achieve lower levels of education, be less likely to be gainfully 
employed, and will have an increased chance of living in or near poverty. The percent of Manchester 
families with children living below 100% of poverty has risen significantly over the past two decades. 
Among Manchester children for whom poverty information can be calculated, approximately 30% of 
children 0-6 years of age are living at 100% of poverty. Approximately 42% of children 0-6 years of age 
are living at or below 185% of poverty. The tables below provide important data about family poverty 
for the years 1990, 2000, and 2007 for Manchester, Manchester HSA towns, and New Hampshire.





2007  American 
Community S urvey
Families with Related Children Under 18 Years 9.9% 12.3% 20.2%
Families with Related Children Under 5 Years 14.3% 17.2% 25.5%
All People under 18 Years 12.6% 15.0% 24.9%
Source: American Community Survey 2007, Census 2000, Census 1990
N e w  H a m p s h i r e  F a m il ie s  L iv in g  B e l o w  1 0 0 %  o f  P o v e r t y
1990  
U.S. Census
20 0 0  
U.S. Census
2007  American 
Community survey
Families with Related Children Under 18 Years 3.2% 6.5% 7.5%
Families with Related Children Under 5 Years 1.8% 8.9% 7.9%
All People under 18 Years 1.8% 7.3% %
008.
Source: American Community Survey 2007, Census 2000, Census 1990
F a m il ie s  L iv in g  B e l o w  1 0 0 %  o f  P o v e r t y  in  t h e  H e a l t h  S e r v i c e  A r e a , 1 9 9 9
Be d f o r d Go f f s t o w n Ma n c h e s t e r n e w  Bo s t o n Ho o k s e t t a u b u r n Ca n d ia De e r f ie l d
Families with Related 
Children Under 18 Years 1.8% 3.7% 12.3% 4.3% 4.6% 0.7% 1.6% 1.0%
Families with Related 
Children Under 5 Years 0.0% 4.9% 17.2% 2.7% 4.5% 1.5% 1.9% 0.0%
All People under 18 Years 1.9% 3.3% 15.0% 5.7% 6.0% 70.0% 2.3% 1.0%
Source: Census 2000
Public a ssista n ce  Program in su ppo rt  of Children and Families
Federally-funded health and social service programs have been established to address the health, 
educational and nutritional needs of low income young children. For pregnant women and children 
Medicaid is a needs-based health insurance program. Head Start is a successful, national school 
readiness program which has operated since 1965. The Special Supplemental Nutrition Program for 
Women, Infants, and Children (WIC) provides federal grants to states for supplemental foods, health 
care referrals and nutrition education.
Women who are eligible for Medicaid insurance during their pregnancy and delivery must have 
incomes below 185% of Federal Poverty guidelines. Thus, the number of Medicaid funded births 
provides a partial estimate of the number of children born into poverty. The graph indicates that the 
percentage of births paid for by Medicaid in Manchester has exceeded those in the HSA and the rest 
of New Hampshire since 2001. As of 2006, close to 40% of the births in Manchester City, 29% in the 
HSA, and 23% in the state were paid for by Medicaid.15
B e l i e v e  i n  a  H e a l t h y  c o m m u n i t y 23
Head Start is a successful, national school readiness program which has operated since 1965. The 
Head Start Program in the City of Manchester has three centers in the area, with approximately 156 
children enrolled at any one time during the year. As of April 2009, approximately 63 children were 
on the waiting list.29
From 2006 to 2008, there were 5,415 Manchester children (unduplicated count) ages six months to 
four years enrolled in WIC. Across the state, anemia has been reported as a major issue for children 
enrolled in the WIC program. Almost 23 % of all Manchester WIC enrolled children age six months 
to four years were anemic compared to about 11% of WIC enrolled children statewide. Thirty-one 
percent of black WIC enrollees and 16% of Hispanic enrollees in New Hampshire were anemic. The 
state WIC program attributes these numbers to slow introduction of solid foods, low protein and 
longer reliance on milk. Children who participate in the WIC Program have better linkages to the 
health care system and are more likely to receive both preventative and curative care than children 
who were not enrolled in WIC.31
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Fo c u s  Gr o u p  Pa r t i c i p a n t s  We i g h  In : 
H e a l t h y  St a r t —B i r t h  To  S ix
Several of the focus groups conducted included participants who were caregivers of young children, 
newborns or pregnant mothers. Many of these participants described barriers to obtaining health care 
for themselves and their children. Issues discussed included the high cost of health insurance; long 
waits for some health care providers; inability to access appointments to health care providers on 
weekends, evenings or early mornings; and inability to access to oral health care.
“When I  was pregnant with my second child, Planned Parenthood gave me a list ofproviders 
to call. Out o f  seven doctors, only two had space f o r  Medicaid patients. I  did not g e t  my doctor 
until I  was close to three months pregnant. Things that happened in the f i r s t  months 
o f  pregnancy really make a difference in thepregnany. I  had morning sickness and f e l t  
tired and wished I  had the comfort o f  a doctor. I  f e e l  I  would have had an easier time getting
a doctor i f  I  had private insurance.”
key  is s u e s  r e p o r te d  by  p a r t ic ip a n t s :
• Although they were able to schedule medical appointments easily, the 
appointments were months away.
• The high turnover rates among primary care practices created barriers 
to building a relationship with a provider.
• The quality of the prenatal care received was excellent, but for those 
without insurance it was more difficult to access the care needed.
• Coordinating care and financial services and billing issues between 
providers and insurance companies is very difficult.
• It has been difficult to secure appropriate equipment necessary to care 
for a child who is diagnosed with a severe chronic disease.
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Da t a  S n a p s h o t : H e a l t h y  St a r t —B i r t h  To  S ix







Fam ily and Social
Percent of births to mothers who are unmarried, 2006, 







Percent of births to mothers who used tobacco during 







Number of child care slots, 2009, Easter Seals, NH 
Bureau of Child Care Licensing 4,562 na 44,120 na
Percent of children ages 0-5 years from whom parents 
report difficulty finding adequate child care developmental
Ratio of founded cases of child maltreatment to total 
assessed cases, 2008, Division of Children, Youth, and 
Families, NH DHHS
61:932 na missing na
Domestic violence before or during pregnancy developmental
Percent of children ages 0-5 whose parents say it is very 
or somewhat easy to find someone to talk to when they 
need advice about raising their child
developmental
Economic Circumstances
Percent children under 5 years who in the past 12 
months live below the poverty level, 2007, American 
Community Survey
25.1%* na 10.4% na
Percent of mothers who use Medicaid to pay for birth, 







Head Start enrollment, 2007-2008, Southern NH 
Services, Head Start-State Collaboration Office 156 na 1,961 all NH na
Average number of WIC participants per month in 
2008, NH DHHS 4,014 na 17,906 all NH na
Education
Percent of births to mothers with a high school 







Percent of children under age 6 who are read to daily 
by a parent or family member developmental
Physical Environment
Number of children under age 6 who were found to 
have elevated blood lead levels(>10ug/dL), 2008, 
Manchester Health Dept, NH DHHS
49 na 91 na
Percent of housing built before 1950, 2000, Census 43.8%* na 28.8% all NH na
Percent of children age 0-4 visiting emergency 
departments for injuries, 2005, NH DHHS 
Hospitalization Data
12.5% (n=846) 11.05%(n=1207) 12.7% (n=8505) na
Hours per week of television exposure developmental
Behavior
Proportions of children over two who consume at least 
two servings of fruit daily developmental 75%
Proportions of children over two who consume at least 
three servings of vegetables daily, with at least one-third 
being dark green or orange vegetables
developmental 50%
Nutritional intake during pregnancy developmental
b e l i e v e  i n  a  H e a l t h y  c o m m u n i t y 26








Life expectancy ay birth developmental
Rate of birth defects developmental
Percent of first grade students screened whose BMI 
was greater than or equal to the 95th percentile, 
considered obese, 2008-2009 SY, Manchester Health 
Dept
13.40% na na na
Percent of all births that are low birth weight or very 








Top 5 leading causes of death children 0-4 yrs old, 
2001-2006, NH DHHS Death Data
Perinatal conditions;







Percent of births to mothers who obtained late or no 







Proportion of 2-yr-old children who have received all 
age-appropriate vaccines, as recommended by the 
Advisory Committee on Immunization Practices 
(4DTaP, 3 polio, 1 MMR, 3 Hib, 3 hep B, 1 varicella), 
2006-2007, Manchester Health Dept
80% na 88.7% all NH 90%
Rate of hospitalization for acute Ambulatory Care 
Sensitive Conditions per 1,000 0-4 yr old children, 







Percent of children under age 6 with confirmed 
elevated blood lead (>10mcg/dL) per children 
screened for lead poisoning, 2008, Manchester Health 
Dept
1.9% na 0.9% all NH na
Participation in Early Periodic Screening, Diagnosis, 
and Treatment (EPSDT) as percent of children eligible developmental
Percent of children under age seven who have 
undergone a psychosocial behavior assessment developmental
Percent of children under age seven who have a 
primary care provider developmental
Percent of children under age seven who have a dental 
home developmental
* Significantly different from  the rest o f  N ew Hampshire excluding Manchester
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h e a l t h y  y o u t h : AGE 7 -1 7
key  is s u e s
• Nearly half of all households with children in Manchester have only one parent.
A growing number of households with children are struggling financially and are 
seeking forms of assistance.
• Area youth face an array of challenges related to drug use, neighborhood violence, 
and educational achievement.
• Community support to improve youth behaviors associated with healthy living 
including healthy eating, increased exercise, and decreased screen time should be 
enhanced.
• Risky behaviors put area youth at risk for teen pregnancy and sexually transmitted 
diseases; for example, the rate of chlamydia infection among Manchester teens is 
more than twice that of the rest of the state.
• Access to oral health care has improved for youth in Manchester, but some youth 
still do not have a dentist or dental insurance.
• Mental health issues are a concern for Manchester youth. For example, 7.5% of
Manchester teens reported they attempted suicide within the last year (2007).
Ov e r v i e w
Today’s youth are tomorrow’s leaders. They are also our future parents, consumers and workforce 
and are a vital component of our community. The current health of school age children has effects 
that reach far into adulthood, and is an important determinant of individual opportunity and social
32equity.32
The journey from childhood through adolescence is filled with opportunities and challenges. Youth 
are bombarded with choices that affect their health on a daily basis. Adolescents are particularly 
prone toward risk-taking behaviors and may not always have family-based role models to guide them. 
Since many health behaviors are learned and established during the critical time of childhood and 
adolescence, community support (funding and programmatic) for education, program development, 
and environmental security should be heavily weighted to support this young population.
Manchester’s School Nurses described “Healthy Youth ” as a 
scenario in which you th  have good  nutrition, exercise, hygiene, sleep, 
access to health care, a fam ily support system, a home, opportunity to 
play, safety, good  education, and selfesteem. They would also 
not experience violence or abuse, and would avoid risky behaviors.
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D e m o g r a p h i c s
In 2000 (the most recent year for which Census data exist for the surrounding Manchester HSA 
towns) 20% of the population of these towns was made up of 5 to 17 years old (12,500 children) 
compared to 17% of the Manchester City population. In 2007, 14,478 children ages 6 to 17 make up 
more than 13% of the total City population (2007).8
P o p u l a t i o n  o f  5 - 1 7  y e a r  
o l d s ,  2000
Towns Number 
in 2QQQ









New Boston 942 22.8%
Source: United States Census Bureau, 2000
P o p u l a t i o n  o f  6 - 1 7  y e a r  o l d s , 2 0 0 7











6 to 8 years 3,751 3.4% 3.8%
9 to 11 years 2,685 2.5% 3.6%
12 to 14 years 4,306 4.0% 4.1%
15 to 17 years 3,737 3.4% 4.4%
Total 6 to 17 14,478 13.3% 15.8%
Source: American Community Survey, 2007
C u r r e n t  H e a l t h





• Congenital malformations, deformations and chromosomal abnormalities
For the most part, the rate of death from each of these causes does not differ significantly between 
Manchester, the HSA or the state. Death among youth ages 5 to 17 years is rare. Accidents or 
unintentional injury, which may result from an unsafe physical environment, are the leading cause of 
death among Manchester children ages 5 to 17. The tragedy of these deaths is that in many instances 
they are preventable. In the HSA, 8.6% of youth ages 5 to 17 were seen in emergency rooms for 
unintentional injuries, not counting motor vehicle accidents, while in the rest of New Hampshire, 
approximately 12% of youth were seen.34 Males are seen more often than females.15 Nationally, the 
most common cause of nonfatal unintentional injuries among children is falls followed by being 
struck by or against an object.







B e l i e v e  i n  a  H e a l t h y  c o m m u n i t y 29
Of the 15,807 students in the Manchester school system in the 2008-2009 school year, 8.5% were 
listed on school medical alerts lists for asthma.35 Youth age 5 to 17 years are hospitalized for asthma 
at a rate of less than 1 per 1,000 in Manchester, the HSA, and the rest of the state. More boys are 
hospitalized for asthma than girls.36
Historically, Type II Diabetes (often a preventable condition) was not a childhood problem and was 
seen very rarely in children and adolescents. The current higher prevalence of diabetic rates among 
youth are thought to be associated with increased overweight and obesity and decreased physical 
activity as shown below:35
• Of all first grade children screened at schools in Manchester in 2009, 13.4% of them were 
identified as meeting the definition of “obese”.35 The Healthy People 2010 goal is 5%.35
• More than half (54.5%) of Manchester’s high school students reported not getting the 
recommended amount of physical activity.37
Mental health is a significant component of our youths’ overall health status. The chart below 
describes several aspects of mental health in the youth population in Manchester and the state that 
are concerning to health and public health officials.
Suicidal Behavior in M anchester High School Students 2007-2008
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fe lt so sad or hopeless alm ost 
every day for two w ee ks  or 
m ore in a row that they stopped  
doing som e usual activities 
during the past 12 months.
ever seriously considered  
suicide in the last 12 m onths
actually attem pted suicide one  
or m ore tim es in the last 12 
m onths
1 Manchester □  New Hampshire
Source: N H  Youth Risk Behavior Surveillance System, 2007
In the 2007—2008 Youth Risk Behavior Surveillance System Survey over 25% of Manchester high 
school students reported that during the past twelve months they had (almost every day for two 
weeks or more) felt so sad or hopeless that it affected their everyday activities. Also concerning is that 
approximately 7.5% of Manchester students reported attempting suicide one or more times in the 
past year. This is much higher than the national Healthy People 2010 benchmark of 1.0%. Data for 
these measures are unavailable for the other HSA towns.
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Ac c e s s  To  H e a l t h c a r e  S e r v i c e s
Access to health care is an important predictor of a child’s overall health status. Youth need regular 
contact with a primary care provider in order to get appropriate health information, regular 
preventive check-ups, and for management of any health conditions.
The state has made it affordable for families to purchase health insurance for their children through 
its Medicaid program. The number of Manchester youth who are enrolled in Medicaid health 
insurance has increased over the last two years.38 However, the lower provider reimbursement rate 
of New Hampshire Medicaid is an increasingly common barrier to becoming a patient of a defined 
medical practice and obtaining a regular source of health care.
Number of Manchester Residents up to age 18 Enrolled in 
Medicaid August 2007 - December 2008
10,500
csV <£> <£><£><£> rj
5  , r ^  _ve p  ^
Source: NHDHHS M edicaid Office
Most of Manchester’s second and seventh grade school children (98% and 96%) reported having a 
primary care provider (PCP) on school health information forms; however this number dropped to 
69% among tenth graders.
Reported Access to Health Care 
from Student Information Forms for 2nd, 7th, and 10th 












□  2 nd  G rade rs  □  7th G rade rs  □  10th g ra de rs
Source: Manchester Health Department
B e l i e v e  i n  a  H e a l t h y  c o m m u n i t y 31
Fewer children in each of these three grades reported having a dentist.35 However, since the 
beginning of the 2008-2009 school year Manchester children have had increased access to oral health 
services. Dental staff from the Manchester Health Department and Easter Seals New Hampshire 
provided full dental care (diagnostic, preventive and limited restorative care) to 414 elementary and 
middle school students (2008-09) and will continue to expand these services. Students are referred to 
dental services at Catholic Medical Center Poisson Dental Facility or Easter Seals Dental Center.39 *
Insurance status among students differs by race and ethnicity. Latino first graders were the most likely 
to be uninsured (29.6%) or not have a primary care provider (29.5%), and White, non-Hispanic first 
graders were the least likely to be uninsured (9.7%) or have no primary care provider (6.5%) as 
evidenced by 2004 local school data. Both Black and Latino children surveyed indicated higher 
percentages having no primary care physician compared to White, non-Hispanic children.40
R i s k s  To  Fu t u r e  H e a l t h
Health Behaviors
Behavior is linked to health at all points in the lifespan, but nowhere is the relationship more 
profound than during childhood and adolescence. Many health behaviors are adopted at young ages, 
and these behaviors often persist through adulthood. For example, it is well-established that early 
smoking initiation predicts longer duration of smoking, heavier daily consumption, and increased 
chances of nicotine dependence.41-45 Approximately 80% of adults who currently use tobacco started 
smoking before age 18. Youth make behavioral choices that affect their health on a daily basis, from 
the nature of their relationships, to what they consume, to how much they use a computer or cell 
phone. The table below describes the changes in health risk behaviors from 2005-2007 as reported by 
the Youth Risk Behavioral Survey (YRBS).





Physical Activity. Percentage of students who were physically 
active for a total of 60 minutes or more per day on five or 
more of the past seven days.
32.3 45.5 t
Binge Drinking. Percentage of students who had 5 or more 
drinks of alcohol in a row, that is, within a couple of hours 
on one or more of the past 30 days.
25.8 26.7 □
Drug use. Percentage of students who used marijuana one or 
more times during the past 30 days. 23.1 23.3 □
Smoking. Percentage of students who smoked cigarettes on 
one or more of the past 30 days. 19.8 16.6 *
Sexual Activity. Percentage of students who have ever had 
sexual intercourse. 41.6 44.5 t
Safety Devices. Percentage of students who never or rarely 
wore a seat belt when riding in a car driven by someone else. 14.2 13.5 □
♦  =health-encouraging change in behavior; ♦ —risky change in behavior; □ =no significant change in behavior
Source: M anchester Youth Risk Behavior Surveillance System (YRBSS), 2007
* M ade possib le by the donation by the Kiwanis o f  a  mobile dental van (1999), on-going funding from  the N H  School-Based Oral Health Program and  recent 
fund in gfrom  The M anchester Sustainable A ccess Project.
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Children and adolescents are more likely to engage in high-risk behaviors, such as unprotected sex, 
when they are under the influence of drugs or alcohol.
• Approximately 27% of Manchester high school students surveyed reported binge drinking 
(having five or more drinks of alcohol in a row, within a couple of hours) in the last month, a 
markedly higher percentage than the Healthy People 2010 goal of 2%.
• Manchester’s students are engaging in sexual activity and are at risk for teenage pregnancy and 
sexually transmitted diseases.
• Almost half of Manchester’s high school students reported having had sexual intercourse and 
38% of those who had sex in the past three months did not use a condom.37
• 135 babies (about 9% of all births in the City) were born to teen mothers in 2006.15
• 1,628 per 100,000 Manchester teens (more than one in a hundred) were infected with 
Chlamydia in 2008. In the HSA, 1,027 per 100,000 teens; and in the rest of New Hampshire 
583 per 100,000 teens; were infected with Chlamydia. Manchester City and Manchester HSA 
rates are significantly higher than the rest of New Hampshire.46
In Manchester City, the rate of teen births remained significantly higher compared to Manchester 
HSA and the state (2001-2006). It is important to note, that within the higher City rate of teen births, 
there is a great disparity in rates across Census Tracts. Cumulative birth data from 1999 to 2003 
showed that in Census Tracts 15 and 13 (located in Manchester’s Center City) 21.1% and 17.3% of 
births were to teens; while in the rest of the City 8.6% of births were to teens.47
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Physical Environment/Safety
Risks to youth health and well-being may be connected to violence. Youth who exhibit consistent 
violent behavior are more likely than their nonviolent peers to have other problems such as substance 
use, early pregnancy, academic problems, and poor mental health.48 Frequent violent television 
viewing by children has been associated with aggressive behavior in longitudinal research. Hitting, 
kicking, stabbing and shooting are seen daily as ways to deal with anger and frustration. “Screen time”
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also reduces time spent engaging in family activities, interacting with peers and engaging in physical 
activity.
• In 2007, 28% of Manchester’s high school students reported being in one or more physical 
fights.37
• 113 simple assaults and two aggravated assaults among school age youth in Manchester were 
recorded by police.49
• Police recorded six counts of forcible rape, 18 counts of weapons possession, and 31 counts 
of disorderly conduct committed by youth age 11 to 17 in Manchester in 2008.49
Family and S ocial Environment
As youth grow and develop, they are very susceptible to the influences of their family and social 
surroundings. Their families and relationships with other adults and peers are important aspects of 
determining health outcomes, both immediate and long term.
Some research has shown that social belonging or social “connectedness” is a vital concept that 
relates to children’s health, both in prevention and treatment. It has been suggested that if a child has 
a strong feeling of connection to family and school, it is a protective factor against certain risk 
behaviors, such as promiscuity or substance abuse. - About one-third of Manchester’s high school 
students spend time in extra-curricular (non-sports) activities. Even more impressive is that 40% of 
high school students feel that they “matter” to their community.
C o m m u n it y  C o n n e c t i o n s
Manchester
2007 NH 2007
Students who during an average week spend 1+ hours in 
clubs or organizations (non-sports) outside of school. 27.7% 27.4%
Students who agree or strongly agree that they feel like 
they matter to people in their community. 39.5% 39.1%
Students who performed any kind of community service as 
a volunteer in the last 30 days. 38.0% 40.6%
Source: N H  Youth Risk Behavior Surveillance System, 2007
Other aspects of the family and social environment that are a part of the health-determining context 
surrounding the youth population in Manchester include:
• household makeup - forty-five percent of the 13,332 households with children under 18 in 
Manchester were single-parent households; 53% were two-parent households (2007);8
• child maltreatment - sixty-one founded cases of child abuse or neglect were identified in 
Manchester (2008);53 and
• foster care - in Manchester, the number of children needing foster care placement has been 
declining as a proportion of reported cases. For example, foster care placement declined from 
164 in 2007 to 138 in 2008.53
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Ed u c a t io n
For youth, academics and health are 
closely related—a child’s health 
status can directly affect 
his or her academic success.
Concurrently, educational 
achievement and the school 
environment can influence a child’s 
health. Data from the 2003 National 
Youth Risk Behavior Survey (YRBS) 
demonstrate “a negative association 
between health-risk behaviors and 
academic achievement among high 
school students after accounting for 
the effects of sex, race and ethnicity 
and grade level. This means that as 
risky behaviors increase, academic 
achievement goes down.”54 Manchester’s youth have had a noticeably higher high school dropout rate 
when compared to their counterparts in the rest of New Hampshire (20% Manchester vs. 11% state, 
2007-2008).55 Because of the important link between education and health status, the Centers for 
Disease Control (CDC) have outlined a goal to increase high school completion to at least 90%.
School absenteeism is also associated with participation in a variety of risk behaviors, including 
alcohol use, tobacco use, other drug use and risky sexual behaviors. Manchester’s absenteeism rate 
(approximately 8%) was similar to the national average (9%) for the 2007-2008 school year.
2007-2008 4-year Cumulative Early Exit Rate
25
Manchester State of NH
Source: M anchester S chool D istrict
Post-High School Graduation Activity for 
Manchester HSA Public High School Students 
(01-02 SY, 04-05 SY, 07-08 SY)
t  ^  ^  ^  t












Source: N H  Department o f  Education
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Ec o n o m ic  C ir c u m s t a n c e s
Poverty is a significant determinant of health and can affect children’s health throughout their 
development. Low socioeconomic status for youth is associated with higher hospital admission rates, 
lower utilization of preventive services, and higher rates of chronic disease.57-59 In 2007 approximately 
35.6% of Manchester’s school-aged children (ages 6 to 17) were living at or below 185% of Federal 
Poverty Level.
Students Enrolled in Free/Reduced Meal Plans (Living Below 185% of 
Federal Poverty Level) Manchester School District vs. All Other NH, 








SY 00-01 SY 01-02 SY 02-03 SY 03-04 SY 04-05 SY 05-06 SY 06-07 SY 07-08 SY 08-09
[□ M anches te r □  All O ther New Hampshire |
Source: Manchester S chool District
As of February 2009, approximately 50% (n=6,658) of Manchester’s elementary school population 
was enrolled in the Free and Reduced Meal Program, which has income eligibility guidelines for 
children who live at certain income levels. The enrollment numbers for this program are steadily 
creeping upward, indicating a growing impoverished youth population.60 Medicaid enrollment for 
children is also steadily increasing, with over 10,000 Manchester children enrolled in Medicaid as of 
August 2008.38
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Fo c u s  Gr o u p  Pa r t i c i p a n t s  We i g h  In : 
H e a l t h y  Yo u t h —Ag e  7-17
Teens who participated in our focus group discussion were concerned about their own safety, the 
economy, and being able to afford healthy lifestyle choices.
• Most of the participants stated that they are concerned about drugs and crime in Manchester. 
Many of the teens interviewed live in older, multi-family apartments with vacant abutting 
properties due to foreclosures. The vacant housing attracts vandals and criminal activity.
• Since these teens don’t have cars, their only mode of transportation is walking and they stated 
that they are often exposed to deviant behavior as they move from one location (example 
home) to the next (example school). “I  do n otfeel safe walking the streets so I  pretend to be on my cell 
or sometimes I  carry a knife.”
• Teen participants were concerned with the culture of their schools which they felt promoted 
drug use and promiscuity. They wished there were more programs to help kids avoid 
engaging in these behaviors.
• Of great concern to this age group is the economy. Many of the teens interviewed are 
supporting themselves and are having trouble finding jobs or other means of financial 
assistance.
• Healthy eating and exercise was not discussed at great length, but when asked, the teen 
participants stated that they are not satisfied with what the schools are doing to promote 
healthy eating and exercise as many of the options are too expensive.
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Da t a  S n a p s h o t : H e a l t h y  Yo u t h —Ag e  7-17




Fam ily and Social
Of all households with children under 18 years of age, the 






Number of children in founded assessments of child 
maltreatment managed by DCYF in 2008, Division of 
Children, Youth, and Families, NH DHHS
184 na 1,681
Percent of students who during an average week spend 
one or more hours in clubs or organizations (other than 
sports) outside of school, 2007, Youth Risk Behavior 
Surveillance System
27.7% na 27.4% all NH
Percent of students who agree or strongly agree that they 
feel like they matter to people in their community, 2007, 
Youth Risk Behavior Surveillance System
39.5% na 39.1% all NH
Cell phone and smart phone use among youth developmental
Participation in after school programs among youth developmental
Number of youth on probation developmental
Percent of youth age 16 to 19 who are not in school and 
unemployed developmental
Economic Circumstances
Number and proportion of all youth in schools enrolled 








Number of active homeless students attending school, 
2007-2008 SY, Manchester School Dist, NH Dept of 
Education
411 na 1,676
Percent of youths under 18 years living at or below the 
poverty level in the last 12 months, 2007, American 
Community Survey
24.9%* na 8.8% all NH
Percent of youth age 16 or older who are employed developmental
Education
Rate of absenteeism developmental
Four year cumulative rate of students who were counted 
as early-exit non-graduates in high schools, 2007-2008, 
NH Dept of Education
20.0%* na 11.3% all NH
Percent of graduates entering post-secondary study at 2- 
or 4-year colleges or universities, 2008, NH Dept of 
Education
74.7% na 73% all NH
Physical Environment
Percent of high school students who play video or 
computer games or use a computer for something that is 
not school work for 3 or more hours on an average 
school day. 2007, Youth Risk Behavior Surveillance 
System
25.6% na 25.2% all NH
Policies related to food, nutrition, and vending in the 
school system. developmental
Percent of youth serving facilities that serve food and 
beverages which have a policy to provide healthy food 
options
developmental
Percent of children ages 5-17 years whose parents say that 
they can easily get to a park, playground, or other safe 
place to play
developmental
* Significantly different from the rest o f  N ew Hampshire excluding Manchester
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Percent of high school students who were physically 
active for a total of 60 minutes or more per day on five or 
more of the past seven days, 2007, Youth Risk Behavior 
Surveillance System
45.5% na 47.4% all NH
Proportions of children who eat five or more fruits and 
vegetables daily developmental
Percent of high school students who had 5 or more 
drinks of alcohol in a row, that is, within a couple of 
hours on one or more of the past 30 days, 2007, Youth 
Risk Behavior Surveillance System
26.7% na 29.3% all NH 2%
Percentage of high school students who used marijuana 
one or more times during the past 30 days. 2007, Youth 
Risk Behavior Surveillance System
23.3% na 25.1% all NH 0.7%
Percent of high school students who smoked cigarettes 
on one or more of the past 30 days, 2007, Youth Risk 
Behavior Surveillance System
16.6% na 19.6% all NH 16%
Percent of high school students who have ever had sexual 
intercourse, 2007, Youth Risk Behavior Surveillance 
System
44.5% na 43.9% all NH 25%
Among students who had sexual intercourse during the 
past 3 months, the percentage who used a condom, 2007, 
Youth Risk Behavior Surveillance System
62.2%* na 36.5% all NH
Percent of high school students who were in one or more 
physical fight during the past 12 months. 2007, Youth 
Risk Behavior Surveillance System
28.1% na 29.6% all NH 32%
Youth under age 18 who were convicted of Part 1 crimes 
in 2008, Manchester Police Department 167 na missing
Juvenile violent crime arrest rate per 100,000 youth age 
10-17 developmental
Health








42 (for 15-17 
yr olds)
Rate of Chlamydia infection per 100,000 teens age 15-19, 
2008, NH DHHS, Communicable Disease Surveillance 1628.3* (n=118) 1027.3* (n=140) 582.6 (n=537)
3000 (for 15­
24 yr olds)
Percent of population 5-15 years of age with a disability 
(sensory, mental, physical, self care), 2007, American 
Community Survey
9.6% na 7.2%
Proportion of children in 1st, 3rd, 5th, and 9th grades 
who are overweight or obese developmental 5%
Number of students in the public school system with 
diabetes (Type I and II), 2008-2009 SY, Manchester 
Health Dept
67 na
Rate of self inflicted injury discharges from emergency 







Percent of students who actually attempted suicide one or 
more times during the past 12 months, 2007, Youth Risk 
Behavior Surveillance System
7.45% na 7.00% 1%
Percent of youth age 5-17 years who were discharged 
from the emergency department for unintentional injury, 







Leading causes of hospitalization for youth ages 5-17, 
2001-2006, NH DHHS Hospitalization Data
Acute appendicitis; Asthma; Episodic mood 
disorders; Pneumonia; Diabetes
Leading causes of death for youth ages 5-17, 2001-2006, 
NH DHHS Death Data
Accidents; Malignant Neoplasms; Perinatal 
conditions; Suicide; Congenital malformations, 
deformations and chromosomal abnormalities
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Rate per 10,000 of hospitalization for asthma for children 
5-17, 2006, NH DHHS Hospitalization Data
6







Second grade students recorded as having no health 
insurance on Student Information Form, 2008-2009 SY, 
Manchester Health Dept
5% 
(+/- 0.5%) na na
Second grade students recorded as having a primary care 
provider on Student Information Form, 2008-2009 SY, 
Manchester Health Dept
98% 
(+/- 0.2%) na na
Second grade students recorded as having a dentist on 
Student Information Form, 2008-2009 SY, Manchester 
Health Dept
93.6% 
(+/- 0.9%) na na
Proportion of all youth who are uninsured developmental
Proportion of 8th graders who do not have a primary 
care provider developmental
Number of children with special health care needs developmental
* Significantly different from the rest o f  N ew Hampshire excluding Manchester
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h e a l t h y  l i f e : AGE 18-64
key  is s u e s
• Manchester residents experience significantly higher rates of all-cause premature 
mortality (death before age 65) than the rest of New Hampshire.
• Behavioral and mental health is an important concern across all age groups in 
adulthood. The rate of emergency department visits for psychiatric concerns among 
residents in Manchester and the Manchester HSA is significantly higher than the rest 
of NH. Furthermore, the rate is significantly higher among Manchester residents than 
the Manchester HSA.
• Efforts to increase access to preventive screenings and the medical management 
of chronic diseases, such as diabetes, are necessary to improve adult health.
• The rate of emergency department visits for illicit drug use among residents in 
Manchester and the Manchester HSA is significantly higher than the rest of NH. 
Furthermore, the rate is significantly higher among Manchester residents than the 
Manchester HSA.
• Social and economic factors, such as lack of health insurance and unemployment, 
are just as important in determining health status as health behaviors.
Ov e r v i e w
Healthy life in adulthood is a complex interaction between past and present experiences including 
biological, cultural and social factors and behavior.2 It is important to consider these interactions in 
adulthood to better understand the development of a healthy life and to employ intervention 
strategies at the appropriate place in the life course. There are several transitional periods in 
adulthood that play a key role in defining health status and contribute to determining health status 
later in life.
The period from age 18 to 29 years is a transitional period and a critical time when many behaviors 
and risk factors are established that will affect health status later in life. These years represent the 
beginning of adulthood, when young people seek to obtain financial and emotional independence.82, 83 
During this same period of life, however, is when young adults commonly experience a loss of social 
support programs such as food assistance, school-based programs, and health insurance under a 
parent’s plan, as they no longer qualify for services based on age.
The period from 50 to 64 years is another transitional period. Behaviors, life situation, and 
surrounding environments for adults in this age group can shape health and well being as they 
become older. This group (often referred to as the “baby boomer group”) has grown significantly in 
the last decade and is expected to become an even more significant portion of the region’s population 
over the next 20 years.
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Ma n c h e s t e r  C it y  2 0 0 7
Number Percent of city 
population, 2007
Percent of city 
population, 2000
Residents 18 to 64 years 70,010 64.6% 63.3%
Residents 18 to 29 years 18,912 17.4% 17.9%
Residents 30 to 49 years 31,946 29.4% 31.8%
Residents 50 to 64 years 19,152 17.6% 13.6%
Source: American Community Survey 2007
D e m o g r a p h i c s
P o p u l a t i o n  o f  1 8 - 6 4  y e a r  o l d s , 2 0 0 0
Number








New Boston 2,672 64.6%
Source: United States Census Bureau, 2000
C u r r e n t  H e a l t h
leading Cau se  of death
The rate of premature mortality (death before age 65) is significantly higher in Manchester compared 
to the rest of New Hampshire (256.9 deaths/100,000 people under age 65 Manchester vs. 201.7 
deaths per 100,000 rest of New Hampshire, 2006 data).61
Nationally, in New Hampshire and in the Manchester HSA, causes of death vary in adulthood by age 
grouping. For example, in 2006, the top five leading causes of death for Manchester City adults ages 
18 to 29 were different from the top five leading causes of death for Manchester adults ages 30 to 64.
In the group of those 18 to 29 years, accidents and intentional self-harm were the leading cause of 
death followed by cancers and congenital malformations. Both Manchester and Manchester HSA 
have the same top five leading causes of death for this age group, and they are not significantly 
different from the rest of New Hampshire.
Leading causes of death data for Manchester, HSA, and NH residents are illustrated on the following 
pages.
B e l i e v e  i n  a  H e a l t h y  c o m m u n i t y 42
1 8  t o  2 9  y e a r s : L e a d in g  C a u s e s  o f  D e a t h
Manchester, 2006
Death Rate 
per 100 ,000  
Population
Rest of NH, 2006
Death Rate 
per 100 ,000  
Population
Accidents 28.5 Accidents 37.4
Intentional Self-Harm 28.5 Intentional Self-Harm 12.1
Malignant Neoplasms (Cancers) 11.4 Malignant Neoplasms (Cancers) 5.5
Assault (Homicide) 0* Assault (Homicide) 3.3
Congenital Malformations 5.7 Congenital Malformations 1.1
* While homicide was among the leading causes o f  death f o r  adults 18-29 f o r  the y ea rs  used to create the ranking, 2000-2006, in 2006 there 
were no homicides in this age group in Manchester 
Source: N H  DHHS
In the older age group, those ages 30 to 64, cancers and diseases of the heart were the leading causes 
of death followed by accidents, intentional self-harm and chronic lower respiratory diseases. Both 
Manchester and Manchester HSA have the same top leading causes of death, and they are not 
significantly different from the rest of New Hampshire.
3 0  t o  6 4  y e a r s : L e a d in g  C a u s e s  o f  D e a t h
Manchester, 2006
Death Rate 
per 100 ,000  
Population
Rest of NH, 2006
Death Rate 
per 100 ,000  
Population
Malignant Neoplasms (Cancers) 135.4 Malignant Neoplasms (Cancers) 109.1
Diseases of the Heart 72.4 Diseases of the Heart 62.2
Accidents 33.4 Accidents 29.3
Intentional Self-Harm 24.1 Intentional Self-Harm 14.1
Chronic Lower Respiratory 
Diseases 22.3
Chronic Lower Respiratory 
Diseases 11.6
Source: N H  DHHS
health S tatus
The most reliable alternative measure of morbidity for the HSA population is hospital visit rates.
The tables on the following page illustrate the major causes of hospitalization for those ages 18-29 
compared to those ages 30-64. In the younger age group, most hospitalizations are for episodic or 
acute conditions while in the older age group, hospitalizations mainly occur for conditions associated 
with chronic illness. Thus, prevention of chronic illness, including early diagnoses and screening has 
been identified as the most important area of focus for the community for the future.
Among Manchester HSA adults ages 18 to 29 years the highest rates of hospitalization are for 
episodic mood disorders, acute appendicitis, diabetes, cellulitis and depressive disorders in 2006.
B e l i e v e  i n  a  H e a l t h y  c o m m u n i t y 43
1 8  t o  2 9  y e a r s : L e a d in g  C a u s e s  o f  H o s p it a l iz a t io n
Hospitalization Hospitalization
Manchester, 2006 r a t e  p er 1,000 Manchester h s a , 2006 r a t e  per 1,000
Population Population
Episodic Mood Disorders 3.2 Episodic Mood Disorders 2.6
Diabetes 1.8 Acute Appendicitis 1.4
Acute Appendicitis 1.7 Diabetes 1.1
Cellulitis and Abscess 1.4 Cellulitis and Abscess 0.9
Depressive Disorders 0.6 Depressive Disorders 0.7
Source: N H  DHHS, Hospitalisation Data
Episodic mood disorders, osteoarthritis, chronic ischemic heart disease, acute myocardial infarction, 
and respiratory and chest symptoms are the top five reasons for admission to an area hospital for 
HSA residents ages 30 to 64 years in 2006.
3 0  t o  6 4  y e a r s : L e a d in g  C a u s e s  o f  H o s p it a l iz a t io n
Manchester, 2006
Hospitalization 
Rate per 1 ,000  
Population
Manchester h sa , 2006
Hospitalization 
Rate per 1 ,000  
Population
Episodic Mood Disorders 3.9 Episodic Mood Disorders 3.3
Osteoarthritis 2.6 Osteoarthritis 2.5
Chronic Ischemic Heart 
Disease 2.3




1.8 Acute Myocardial 
Infarction 1.6
Respiratory and Chest 
Symptoms 1.8
Respiratory and Chest 
Symptoms 1.4
Source: N H  DHHS, Hospitalisation Data
Additionally, and of concern to the community, the leading cause of all hospitalizations among adults 
under 65 in 2006 was episodic mood disorders which include admissions for alcoholism, suicidal 
ideation and depression and other diagnoses which may be early symptoms of more chronic mental 
health conditions. In 2005, Manchester and the Manchester HSA had higher rates of emergency 
room visits for psychiatric or mental health concerns compared to the rest of New Hampshire.
Although not one of the top five leading causes of hospitalization in 2006, emergency department 
visits for accidents among Manchester adults ages 18 to 64 were significantly higher compared to the 
HSA and the rest of New Hampshire. These rates remain significantly higher even when emergency 
department visits for automobile accidents are excluded from our calculation of rates.
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Ac c e s s  To  H e a l t h c a r e  S e r v i c e s
Health Insurance
For adults being without health insurance or being underinsured is a major barrier to obtaining access 
to preventive health services and health care. Having health insurance is an important factor for 
establishing a regular medical home and a relationship with a health care provider. When people are 
uninsured or underinsured, the cost of care is too great for most. Although limited data about the 
uninsured are available for Manchester or Manchester HSA, the local profile of the uninsured is 
assumed to be similar to that of the state.62
• Nearly one out of every four persons in New Hampshire under the age of 65 went without 
health insurance for all or part of 2002 and 2003 (23%, n=259,000).62
• Younger adults (ages 18 to 34) are more likely to be uninsured (18.3%), cite cost as a barrier 
to obtaining health care (14.1%), and report having no regular health care provider (15.5%).63
For the Manchester area the following is known:
• The Manchester HSA health care organizations provide health care services to approximately 
15% of the state’s uninsured population.64
• About 10% of Manchester City adults ages 18 years and older reported that they could not 
access health care because of the cost (2005-2007).
Ambulatory Care S ensitive conditions a s  a Proxy for a c c e ss
In a community high rates of emergency department visits for chronic ambulatory care sensitive 
conditions, such as asthma or diabetes; may be an indicator of a lack of prevention efforts, a primary 
care resource shortage, or other factors that create barriers to obtaining timely and effective care. 
Chronic ambulatory care sensitive conditions are conditions where timely and effective outpatient 
care can decrease emergency care and hospitalizations by preventing the onset of an illness or 
condition or managing a chronic disease or condition.
From 2002 to 2006, 741 emergency department visits per 100,000 residents in Manchester were 
associated with chronic ambulatory care sensitive conditions. This rate is significantly higher 
compared to the rest of New Hampshire (568 visits/100,000).
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Total Emergency Department Visits for Chronic Am bulatory Care Sensitive Conditions 
Among Manchester Residents, 2002-2006
Source: N H  DHHS
Dental Insurance
Dental care is associated with higher out-of-pocket costs compared to medical insurance. Typically, 
fewer people have dental insurance than general medical coverage, and for those who do have dental 
insurance, coverage is generally less comprehensive than medical insurance.86
R i s k s  T o  Fu t u r e  H e a l t h
Healthy Behaviors
This section provides an overview of the most common health risk behaviors among adults ages 18 
to 64. These health behaviors contribute to the development of chronic diseases in adulthood that are 
represented among the leading causes of death and hospitalization for Manchester area adults.
Tobacco Use
The proportion of Manchester adults ages 18 to 34 who currently smoke is 30.5% (2005-2007).
This is a concern because decisions made in young adulthood, such as tobacco use, will directly affect 
current and future health status.3 Furthermore, a significantly higher proportion of Manchester adults 
ages 35 to 44 currently smoke compared to those in this age group in the state.
T o b a c c o  U s e
Healthy People 20 1 0  Target = 12.0%
Manchester Manchester
h sa
Rest of New 
Hampshire
Proportion of adults age 18 to 64 who are currently smoking (2008) 20.1% 18.5% 18.9 %
Proportion of adults 18-34 who are currently smoking (2005-07) 30.5% 28.3% 25.3%
Proportion of adults 35-44 who are currently smoking (2005-07) 33.9%* 28.5% 21.5%
*Statistically significant difference from  R est o f  NH  
Source N H  Behavioral Risk Factor Surveillance System
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In addition, smoking rates vary statistically by income. For example, 37% of Manchester adults age 18 
and older with an income less than $25,000 reported that they smoke compared to only 15.7% for 
those in the same age group with an income at or above $75,000 annually.
Overweight and Obesity
In Manchester, 64% of adults ages 18 to 64 years of age are either overweight or obese as illustrated 
in the table below.
O v e r w e ig h t  a n d  O b e s e  (h p  2 0 1 0  T a r g e t  = 1 5 .0 % )
Manchester Rest of New 
Hampshire
Proportion of adults age 18 to 64 who are overweight as defined 
by Body Mass Index (2008) 38.5% 37.4%
Proportion of adults age 18 to 64 who are obese as defined by 
Body Mass Index (2008) 25.5% 25.5%
Source: N H  Behavioral Risk Factor Surveillance System
Overweight and obesity is an important risk factor for heart disease, cancer and diabetes.65 During the 
past 20 years there has been a dramatic increase in obesity in the United States. In fact, this rapid 
increase in overweight and obesity among adults in the United States has been called a national 
epidemic because it is estimated that over 60% of American adults are either overweight or obese.65
Physical Activity
A key factor that makes overweight and obesity more likely is not getting enough physical activity. In 
2007, 51% of Manchester HSA adults ages 18 to 64 were not meeting the Healthy People 2010 
physical activity objective of getting moderate activity for at least 30 minutes on five or more days per 
week or participating in vigorous activity for 20 minutes on at least three days per week. This includes 
nearly 10% of Manchester residents (approximately 11,000 people) and about 7% of the HSA 
population in this age group who reported not participating in any physical activity at all.
P h y s i c a l  A c t iv it y
Manchester Manchester h sa Rest of New Hampshire
Proportion of adults age 18 to 64 who report no 
moderate or vigorous physical activity (BRFSS 2007) 9.9% 7.4% 6.6%
Source: N H  Behavioral Risk Factor Surveillance System
Alcohol and Other Drug Use
The proportion of Manchester and HSA adults ages 18 to 64 who report binge drinking (defined as 
five or more alcoholic beverages on one occasion) was 21.2% for the Manchester and 20.7% for the 
HSA population.
In 2005, there were 426 emergency department visits for illicit drug use per 100,000 Manchester 
residents. This rate is significantly higher than the rest of New Hampshire (176 visits per 100,000 
population).
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Rest of New 
Hampshire 2008
Proportion of adults age 18 to 64 who report binge 
drinking within the last month 16.8% 21.2% 19.0%





Rest of New 
Hampshire 2005
Rate of emergency department visits for illicit drug use 
among Manchester residents (per 100,000 pop) 279* 426* 176
*Statistically significant difference from  Rest o f  N H  
Source: N H  Behavioral Risk Factor Surveillance System
Substance abuse continues to be a major health problem in the United States for adults. It is 
estimated that one in 13 adults are either alcoholics or abuse alcohol heavily and an estimated three 
million individuals in the United States have serious drug problems.66
“Long-term heavy drinking increases an individual’s risk f o r  heart disease and stroke, several form s o f  
cancer, cirrhosis and other liver disorders, and mental health problems. A lcohol use also contributes to a 
substantial proportion o f  injuries and deaths related to motor vehicle crashes, falls, fires, drowning and 
firearms. A lcohol use is often a fa cto r in homicides, suicides, domestic violence and child abuse. Use o f  
alcohol during pregnancy can result in growth and mental retardation, and birth defects.’"67
Use of illicit drugs, such as heroin, marijuana, cocaine, and methamphetamine, or nonmedical use of 
prescription drugs such as pain relievers, tranquilizers, stimulants, and sedatives, can be associated 
with serious consequences.68 These include injury, illness, disability, and death as well as crime, 
domestic violence, and lost school or workplace productivity.69, 70 Long-term consequences, such as 
chronic depression, sexual dysfunction, and psychosis, as well as drug use disorders may also result 
from drug use. ,
Family and S ocial Environments
Positive family and social environments are important to building positive individual social supports, 
and in general, a greater sense of community. Important differences in health status are associated 
with living alone, whether one owns or rents his home, and with having access to public
transportation.72-75
Of the 45,481 households in Manchester in 2007, 23.4% consist of residents ages 15 to 64 living 
alone. Furthermore, 50.3% of households were renter occupied, and approximately 44% were non­
family households.
Ho u s e h o l d s  in  Ma n c h e s t e r
Number Percent of Households, 2007
Percent of 
Households, 2000
Total Family households 25,484 56.0% 59.0%
Residents age 15-64 years living in owner occupied housing 18,085 39.7% 34.5%
Residents age 15-64 years living in renter occupied housing 22,878 50.3% 45.4%
Total Non-Family Households 19,997 43.9% 40.9%
Households with Residents age 15-64 years living alone 10,673 23.4% 21.4%
Source: American Community Survey 2007
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In 2007, 6.7% of Manchester residents age 16 and older used public transportation or walked/rode a 
bicycle to work.8 The lack of a robust public transportation system was mentioned as a major barrier 
several times during the focus groups sessions with Manchester residents. Transportation is vital for 
many reasons, but it is especially important for traveling to employment outside of the home, access 
to basic services, such as financial institutions or the supermarket, and connecting with health care 
services.
Education
About 14% of Manchester adults age 18 and older had less than a high school diploma (2007). This is 
important because an individual’s level of educational attainment is linked with his or her 
employability.
Educational Attainm ent by Unem ploym ent Status Among Manchester 
Adults Age 25-64, 2007
0.0%  2 .0%  4 .0%  6 .0%  8 .0%  10.0%
% Unemployed
Source: American Community Survey
• About 9% of Manchester adults ages 24 to 64 with less than a high school degree were 
unemployed as compared with only 0.3% of Manchester adults ages 24 to 64 with a 
Bachelor’s degree or higher (2007).
• Over 15% of Manchester adults ages 18 to 24 had less than a high school degree (2007), 
which is a decrease from year 2000 (25.9%).
• There were notable differences in education status by gender and education. In 2007, there 
was a higher proportion of males age 25 to 34 having less than a high school diploma than 
females of the same age group — 17.9% and 6.6%, respectively. Moreover, females ages 25 to 
34 years have a higher percentage of individuals attaining a Bachelor’s degree or higher 
(31.5%) compared to males of the same age group (15.6%).
Economic Circumstances
When exploring self-rated health status by other determinants of health the most apparent inequity 
exists by income. Individuals making less than $25,000 annually reported approximately seven days of 
poor mental or physical health compared to about only two days for individuals making $75,000 or 
more annually.
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Average Number of Days in the Past 30 Days when Mental 
or Physical Health was Not Good for adults 18 and over, 









Less than $25,000 $25-34,999 $35-49,999 $50-74,999 $75,000 +




Source: N H  DHHS
Thus, of great concern for Manchester is the significant increase in the number of adults living in 
poverty. In 1990, 7.0% of Manchester adults ages 18 to 64 lived at or below 100% of the Federal 
Poverty Level compared to 11.5% in 2007.
Poverty is greatly influenced by educational attainment, which in turn often determines employment 
status and occupation type.
• In 2007, nearly 60% of adults age 25 and older that were living at or below the poverty line in 
Manchester had a high school diploma or less.
• Only 9% of adults at or below the poverty line had a Bachelor’s degree or higher.
Source: American Community Survey, 2007
Additionally, the rate of unemployment has been increasing in Manchester and was higher than the 
state between December 2008 and May 2009. Similar to the variation observed when assessing 
educational attainment by poverty status, the rate of unemployment also varies by poverty status. In 
2007, 10.6% of Manchester residents age 16 and older that were living below the poverty line were 
unemployed. Among residents age 16 and older at or above the poverty line, 4.2% were unemployed.
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Fo c u s  Gr o u p  Pa r t i c i p a n t s  We i g h  In : 
H e a l t h y  L i f e —Ag e  18-64
Most focus group participants interviewed for this assessment in the adult age group were at 
vulnerable stages in their lives or at higher risk of poor health due to: (a) having a chronic health 
condition or disability, (b) being new to America and struggling to learn how to manage one’s life in a 
foreign culture, (c) being a veteran.
The issues discussed most frequently across all focus groups were the lack of affordable, quality 
dental care for uninsured or underinsured residents, and the lack of mental health services in the 
community.
• There are not enough dentists who accept Medicaid or uninsured patients and if the 
participants can find a dentist who takes an uninsured patient, the cost of care is 
astronomical.
“I f  someone is really sick, y o u  can call 911 and g e t  treated, but i f  y ou  ’re in a lot o f  pain 
because o f  dental problems, there’s no way to g e t  care unless y o u  can come up with the cash. ”
• There is a lack of mental health care available through community providers. Several 
participants stated that they use the emergency departments in the area to access mental 
health care services that should be available to them in outpatient settings by mental health 
care providers.
• Several veterans reported that their TRICARE coverage was insufficient, and they were 
unable to see certain doctors.
• Several participants with disabilities or caring for a family member with a disability reported 
having a difficult time navigating the medical system.
• The Bhutanese and Bosnian refugee populations who were not connected to any assistance 
group reported having great difficulty acquiring any kind of insurance coverage and then 
difficulty again in connecting with the medical system.
• The Somali refugees interviewed were connected with the Somali Development Center (SDC) 
and reported having no barriers to accessing care; i.e., the SDC helped guide them through 
the system by bringing them to the appropriate providers, making appointments, providing 
transportation, and assisting with interpretation.
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Da t a  S n a p s h o t : H e a l t h y  L i f e —Ag e  18-64




Fam ily and Social
Percent of households with an adult householder under age 
65 living alone, 2007, American Community Survey 23.5%* na 15.8% all NH
Number of domestic violence arrests, 2008, Manchester 
Police Dept 1,154 na missing
Percent of workers 16 years and older who have no access to 
a vehicle, 2007, American Community Survey 3.8% na 1.8% all NH
Proportion of the population without a home or a cellular 
telephone developmental
Number of homeless individuals developmental
Rate of incarceration of the population for different groups developmental
Rate of volunteerism among adults age 18 to 64 years developmental
Proportion of the population who participate in social or civic 
organizations developmental
Economic Circumstances
Percent of people age 18-64 whose income in the last 12 
months is below 100 percent of poverty, 2007, American 
Community Survey
11.5% na 6.6%
Percent of housing units occupied by owner, 2007, American 
Community Survey 49.4% na 74.1% all NH




3.8% all NH 
(n=28,240)
Unemployment rate, month of July, 2009, NH Employment 
Security 7.7% na 6.6%
Unemployment rate among 18-29 year old adults developmental
Education
Percent of the population age 18 to 64 who did not graduate 
from high school, 2007, American Community Survey 11.2% na 7.9%
Percent of the population age 18 to 64 who have a bachelor's 
degree or higher, 2007, American Community Survey 23.3% 30.9%
Physical Environment
Percent of the population age 16-64 that has an employment 
disability, 2007, American Community Survey 7.90% na 6.1% all NH





Percent of adults age 18 to 64 who are current smokers, 2008, 
NH DHHS Behavioral Risk Factor Surveillance System 20.1% 18.5% 18.9% 12%
Percent of adults age 18 to 64 who have participated in binge 
drinking during the past 30 days, 2008, NH DHHS 
Behavioral Risk Factor Surveillance System
21.2% 20.7% 19.0% 6%
Percent of adults age 18 to 64 who meeting the 
recommendation for moderate or vigorous physical activity, 
2007, NH DHHS Behavioral Risk Factor Surveillance System
49.0% 49.0% 55.7% 30%
Rate per 100,000 of discharges from the emergency 








Rate per 100,000 of discharges from the emergency 
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Percent of adults age 18 to 64 years who reporting that their 
general health is good to excellent, 2008, NHDHHS 
Behavioral Risk Factor Surveillance System
85.7% 88.8% 91.2%
Percent of adults age 18 to 64 years who are obese or 
overweight, 2008, NHDHHS Behavioral Risk Factor 
Surveillance System
63.9% 63.4% 62.9% 40%
Overall rate of diabetes per 1,000 people that is clinically 
diagnosed, 2005, Centers for Disease Control and Prevention developmental 65 25
Cervical cancer incidence rate per 100,000 women, 2002­







Prostate cancer incidence rate per 100,000 men, 2002-2006, 






During the past 30 days, average number of days for which 
adults age 18 and over report that their mental health was 
poor or not good. 2005-2007, NH DHHS Behavioral Risk 
Factor Surveillance System
3.8 3.4 3.2
The proportion of individuals who experienced a major 
depressive episode within the last year developmental
Rate per 100,000 of Chlamydia infection among 20-24 year 







Cases of HIV infection in population 18 to 54 years old, 2008, 
NH DHHS, Communicable Disease Surveillance 7 9 34








Age specific death rate per 100,000 for all causes for adults 18 






Age-specific death rate per 100,000 population (premature 








Suicide rate per 100,000 for adults age 15 to 64, 2006, NH 
DHHS, Death Data 23.8 20.8 12.8 5
Leading causes of hospitalization for adults age 18 to 29, 
2006, NH DHHS Hospitalization Data
Episodic mood disorders; Acute appendicitis; 
Cellulitis and abscess, except fingers and toes; 
Diabetes; Depressive disorders
Leading causes of hospitalization for adults age 30 to 64, 
2006, NH DHHS, Hospitalization Data
Episodic mood disorders; Acute myocardial 
infarction; Chronic ischemic heart disease; 
Osteoarthrosis; Respiratory and chest 
symptoms
Leading causes of death for adults age 18-29, 2006, NH 
DHHS, Death Data
Accidents; Suicide; Malignant neoplasms; 
Homicide; Congenital malformations, 
deformations and chromosomal 
abnormalities
Leading causes of death for adults age 30-64, 2006, NH 
DHHS, Death Data
Malignant neoplasms; Diseases of heart; 
Accidents; Suicide; Chronic lower respiratory 
diseases
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Percent of the population age 18-64 who received an 
influenza vaccination within the last 12 months, 2008, NH 
DHHS Behavioral Risk Factor Surveillance System
31.4% 32.7% 36.0%
Percent of women age 18-64 who have gotten a pap smear 
within the last 3 years, 2008, NH DHHS Behavioral Risk 
Factor Surveillance System
87.1% 87% 86.1% 90%
Percent of female population over 50 years old who have 
gotten a mammogram in the past 2 years, 2008, NHDHHS 





Unintentional Injury emergency department discharges, 
excluding motor vehicle accidents for adults age 18 to 29 







Rate per 1,000 of hospitalization for acute ambulatory care 








Percent of adults age 18-64 who have a primary care provider developmental
Percent of adults age 18-64 who have no health insurance developmental
Percent of adults age 18-64 who have no dental insurance developmental
Percent of adults age 18-29 who have no health insurance developmental
* Significantly different from  the rest o f  N ew Hampshire excluding Manchester
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h e a l t h y  a g i n g : AGE 6 5  A N D  O LD ER
key  is s u e s :
•  Variation in needs and health status among different groups of older adults exists and 
should be accounted for in health care planning.
• Comprehensive data on adults 75 years of age and older is not readily available at the 
community level.
• Enhanced prevention services for chronic diseases, specifically cardiovascular disease, is 
needed for older adults. Older Manchester area residents have higher mortality rates from 
heart disease, lower scores on physical activity and fruit/vegetable consumption and higher 
levels of obesity compared to the rest of the state population.
• To prolong independence older adults need increased connections to the community, to 
transportation, and to social supports and services.
• As the number of older adults grows as a proportion of the area population, the need for 
caretakers, assisted living options, and nursing homes increases. The HSA needs to expand 
and enhance its health care and service infrastructure to meet these growing needs.
Ov e r v i e w
Among a community’s most valuable resources are its history and the collective wisdom and 
experience of its inhabitants. Manchester’s older residents, the primary holders of that history and 
experience, make up 12.7% of the population.8 Due to national demographic trends, the proportion 
of individuals ages 65 and over in Manchester is expected to increase in the coming years.76 The 
anticipated growth in this segment of the population will challenge the community to expand and 
redesign area support services, including health care, to better reflect the unique needs of this older 
population.
A community that is a healthy place for older adults to live and thrive is a community that allows for 
independent living while encouraging social connectedness. It is a community that has options for 
transportation, support, recreation, and health care both in and out of people’s homes. It is a 
community in which healthy food is easily available and all people are able to age safely and in dignity. 
It is a community in which people care for one another.
Planning for the needs of adults ages 65 years and older begins with the development and 
implementation of comprehensive preventive services for those ages 50 to 64 years. Adults in their 
50s and early 60s may be able to delay, mitigate, or reverse health care issues that arise with aging by 
using appropriate prevention services and implementing healthy life style behaviors.
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D e m o g r a p h i c s
Ma n c h e s t e r  C it y  D e m o g r a p h i c s
Number in 2007 Percent of City 
population, 2007
Residents 65 and over 13,732 12.7%
Men age 65 and over 5,278 4.9%
Women age 65 and over 8,454 7.8%
Source: American Community Survey 2007, Census 2000
The proportion of people in Manchester ages 65 and over is predicted to increase rapidly in the 
coming decade because the large post World War II “baby boomer” group is reaching that age range.8
Adults ages 65 and older have unique needs and special 
vulnerabilities when compared to the rest of the population. 
Additionally, older adults are more likely to live on a fixed 
income, have limited transportation, or live with some form of 
disability.
Within the demographic group of older adults, the lives and 
needs of people in their 60s and early 70s tend to differ from 
those who are older. On average, those who are 75 years and 
older — often referred to as “frail elders” - have more chronic 
health conditions (e.g., are at greater risk for stroke and 
Alzheimer’s Disease), often live with a disability, and have 
declining mobility and mental acuity issues.77 In addition, frail 
elders are dramatically impacted by lack of coordination of care 
among primary, specialty, and hospital providers.
Unfortunately, the data in this chapter does not distinguish the needs and health measures of “frail 
elders” from those who are 65-74 years of age. However, it is important to keep the potential 
differences for need for services between these groups in mind when planning to address the 
community needs of older adults and conducting future assessments.
C u r r e n t  H e a l t h
Ca u se s  of death
The leading causes of death for adults ages 65 and older in the Manchester HSA, in Manchester and 
in New Hampshire are from heart disease, cancer, chronic lower respiratory diseases, stroke and 
Alzheimer’s disease.61
Heart Disease
While the rate at which Manchester area residents over age 65 die of heart disease has dropped in this 
decade, it remains statistically higher than the rest of the state. At 249 deaths per 100,000 people age 
65 and over, the rate of death from heart disease in Manchester in 2006 far exceeds the HP 2010 goal 
of 166 deaths per 100,000 population.61 Furthermore, 967 more Manchester HSA residents died of 
heart disease from 2001 to 2006 than of the next leading cause of death, cancer (see table on 
following page).
A d u l t s  6 5  a n d  o v e r  in 
Ma n c h e s t e r  h s a  t o w n s , 
2 0 0 0
Number







Goffs town 2,043 12.1%
Hooksett 1,062 9.1%
New Boston 208 5.0%
Source: United States Census Bureau, 2000
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Cancer
The most common kinds of cancer in the HSA, as across the nation, are lung, breast, and prostate. 
See the table below for age adjusted rates of death from lung and breast cancer.78 Most lung cancer 
deaths are associated with smoking, thus, the risk of lung cancer can be lowered by avoiding 
smoking.79 Risk of breast cancer deaths can be reduced by controlling weight, exercising, and 
knowing family history among other things.
M a n c h e s t e r  L u n g / B r o n c h i a l  a n d  B r e a s t  C a n c e r  M o r t a l i t y  C o u n t s  a n d  

















65 to 69 Lung 23 161.3 102.2 242.0 36 286.9 201.0 397.2
70 to 74 Lung 33 245.5 169.0 344.7 37 356.8 251.2 491.8
75 to 79 Lung 28 213.7 142.0 308.9 37 432.4 304.5 596.0
80 to 84 Lung 26 243.5 159.0 356.7 25 418.5 270.9 617.8
85 plus Lung 22 201.4 126.2 304.9 18 462.6 274.2 731.1
65 to 69 Breast 15 105.2 58.9 173.5 - - - -
70 to 74 Breast 15 111.6 62.4 184.0 - - - -
75 to 79 Breast 8 61.1 26.4 120.3 - - - -
80 to 84 Breast 15 140.5 78.6 231.7 - - - -
85 plus Breast 23 210.6 133.5 315.9 - - - -
* H P 2010 targets f o r  a ll age groups f o r  lung cancer is 44 deaths p e r  100,000 and f o r  breast cancer is 22.3 deaths p e r  100,000 
Source: N ew Hampshire Department o f  Health and Human Services and the N ew Hampshire State Cancer Registry
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Chronic Lower Respiratory Diseases
Chronic lower respiratory disease includes chronic bronchitis, emphysema, and asthma. It is one of 
the leading causes of death nationally as well as locally. Tobacco smoking, which in the previous 
chapter was identified as common among local adults, is the major cause of chronic lower respiratory 
disease.
Alzheimer’s disease
Alzheimer’s disease, the fifth leading cause of death, is a health issue with broad reaching effects on 
families. The CDC estimates that about 5% of adults age 65 to 74 in the United States have 
Alzheimer's disease and nearly half of those ages 85 and older may have the disease.
Health S tatus
The most common reasons for hospitalization of HSA adults 65 years of age and older are:
• heart failure,
• cardiac dysrhythmias,
• chronic ischemic heart disease,
• pneumonia,
• heart attacks.
A d u l t s  A g e  6 5  a n d  O v e r : G e n e r a l  H e a l t h  S t a t u s  
a s  F a ir  O r  P o o r , 2 0 0 8
Area Estimate 95% CL
Manchester 26.5% 17.1-36.0
Manchester HSA 23.7% 16.8-30.6
The rest of NH 21.3% 19.1-23.5
Source: N H  BRFSS
Since 2002, Manchester HSA residents ages 65 years and over have been hospitalized for heart 
attacks at a statistically significantly lower rate than older adults in the rest of New Hampshire.
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New Clients age 65 yrs and older for Depression to the 




03-'04 04-'05 05-'06 06-'07 07-'08
fiscal year
□  New Clients from Manchester area
□  New Clients from Manchester
Source: M ental Health Center o f  Greater Manchester
A d u l t s  6 5 +  y r s  r e p o r t i n g  t h e y  
a l w a y s  r e c e i v e d  n e e d e d  
e m o t io n a l  s u p p o r t , 2 0 0 5 - 2 0 0 7
Area Estimate 95% CL
Manchester 51.6% 44.0-59.2
Manchester HSA 53.0% 47.3-58.7
The rest of NH 54.7% 52.9-56.5
Mean number of days in past month for which 
mental health was not good, 2008
Manchester 3 1.3-4.7
Manchester HSA 2.5 1.3-3.7
The rest of NH 1.7 1.4-2.0
Percentage of adults 65 yrs and older who have 
current depression, 2006
Manchester HSA 5.5% 1.5-9.4
The rest of NH 2.7% 1.6-3.8
Percentage of adults 65 yrs and older who 
experience frequent mental distress, 2008
Manchester 9.7% 3.3-16.2
Manchester HSA 7.8% 3.3-12.2
The rest of NH 5.4% 4.1-6.7
Source: N H  Behavioral Risk Factor Surveillance System
Older adults who live with a disability may have a greater need for support services and health care. 
Manchester has a slightly higher proportion of older adults with a disability compared to the United 
States population as a whole. The table below shows data that are relevant to older adults degree of 
access to health care in terms of self-care and go-outside-home disabilities. The measure “self-care 
disability” defines the percent of older adults with disabilities that limit their ability to care for 
themselves. The measure “go-outside-home disability” defines the percent of older adults with 
disabilities that limit their ability to leave their home.
D i s a b i l i t y  A m o n g  O l d e r  A d u l t s  in  Ma n c h e s t e r  a n d  t h e  U n it e d  S t a t e s
Adults in Manchester 








u s  pop >65
With any disability 38.1 44.0 41.8 40.6
With a sensory disability 14.5 17.8 16.6 16.2
With a physical disability 30.8 37.5 35.0 31.1
With a mental disability 9.9 15.0 13.1 12.3
With a self-care disability 8.3 10.9 9.9 10.4
With a go-outside-home disability 13.8 23.0 19.5 17.5
Source: American Community Survey 2007
Also relevant to disability in the Manchester HSA in 2007, 57.8% of adults over 64 years were 
diagnosed with arthritis or a similar condition.63 That percentage is similar to the rest of the state. The 
related Healthy People 2010 goal is to reduce the number of adults with chronic joint symptoms who 
experienced a limitation in activity due to arthritis to 21%.
An important aspect of health and well-being for older adults is mental health. Mental health is not an 
isolated concern as it also affects various other aspects of physical health and general well-being.
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One aspect of mental health that is often not diagnosed is depressive disorders. “Unfortunately, 
depressive disorders are a widely under-recognized condition and often are untreated or under-treated 
among older adults.”82 Risk factors for late-onset depression includes widowhood, physical illness, 
low educational attainment, impaired functional status, and heavy alcohol consumption.82
Ac c e s s  To  Ca r e
The following table shows measures of preventive health activities and use of the local health care 
system. In general, a higher proportion of Manchester HSA residents over age 64 access preventive 
services compared to the rest of New Hampshire. Also, for some of these key indicators, which are 
alternative ways to measure access to primary care services, Manchester HSA rates have exceeded the 
HP 2010 targets.
H e a l t h  C a r e  U s e  a n d  P r e v e n t io n
Manchester h sa Rest of nh HP 201 0  Target
Percentage of women 65 years or older who have had a 
PAP smear within the last three years (2008) 55.3% 51.9% 90%
Percentage of women over age 50 who have had a 
mammogram in the last two years (2008) 89.8% 84.6% 70%
Percentage of adults 65 years or older who have ever had 
ever had sigmoidoscopy or colonoscopy (2008) 88.0% 78.6% 50%
Proportion of adults 65 and older who have had 
cholesterol checked in last five years (2005-2007) 99.8% 98.2% 80%
Adults 65 and older who have had hip fracture 
hospitalization (2006) 1.3 per 1,000 1.1per 1,000 4.7 per 1,000 (men)
Percentage of adults age 65 and older who have had 
influenza vaccination within the last 12 months (2008) 80.0% 78.0% 90%
Source: N H  Behavioral Risk Factor Surveillance System
R i s k s  To  Fu t u r e  H e a l t h
Health Behaviors
The following table summarizes key behaviors and indicators that are associated with health status 
and future health of the population. While these indicators are important measures by themselves, 
they also are associated with broader community characteristics that influence these behaviors. For 
example, ability to eat fruits and vegetables may be associated with: (a) their availability — if elders get 
to stores such as neighborhood stores that supply these vegetables and (b) cost — if local stores stock 
fruits and vegetables at an affordable cost. As it is nationwide, future health of the HSA elder 
population will be associated with these behaviors.
H e a l t h  R i s k  B e h a v i o r s
Manchester h sa Rest of nh HP 20 10  Target
Proportion of adults age 65 and older who eat five or 
more fruits and vegetables daily in Manchester HSA 
(2007)
29.9% 30.8%
Proportion of adults age 65 and older who have had no 
leisure-time physical activity in past month in Manchester 
HSA (2008)
29.2% 32.2% 20%
Proportion of adults age 65 and older who are currently 
smoking in Manchester HSA (2008) 9.2% 6.9% 12%
Proportion of adults age 65 and older who are obese 
(2008) 24.9% 23.3% 15%
Source: N H  Behavioral Risk Factor Surveillance System
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Physical Environment and S afety
As adults age, injury from falls becomes a concern. Nationally, more than a third of adults ages 65 
and over suffers a fall during the year. One common result of these falls is hip fractures. Across the 
United States there were 8.5 hospitalizations for hip fracture injuries per 1,000 adults over age 64 
(2004).84 In Manchester and the HSA, there were 0.8 hip fracture hospitalizations per 1,000 adults 
over 64, much lower than the national rate (2004).85
Family and S ocial Environment
Ma n c h e s t e r  H o u s e h o l d s  w it h  O l d e r  A d u l t s
Number 
in 2007
Percent of adults 
>65 in 2007
Percent of adults 
>65 in 2000
Residents 65 and over in family households 7,867 57.3% 55.8%
Male Residents 65 and over living alone 845 6.2% 8.0%
Female Residents 65 and over living alone 3,418 24.9% 26.0%
Source: American Community Survey 2007, Census 2000
Of the 45,481 households in Manchester, 9.4% of them consist of an adult over 64 living alone which 
puts them at risk of becoming isolated from the larger community. When older adults live alone, they 
are more likely to report poor health, poor diet, and poor functioning.86, 87 Older adults living alone 
are also of concern for the community because as they age, the likelihood of developing disabling 
health problems for which they need assistance grows.
Nationally, people ages 65 and older experience violent crimes and property crimes at much lower 
rates than younger individuals. At the same time, older adults may be more vulnerable than other 
age groups to certain types of crime. For example, elder abuse or maltreatment, which is usually 
under-reported and usually happens at the hands of a person the elder trusts, is a serious safety 
concern for older adults. As evidenced by the table below, 13% of the 1,481 elder abuse cases 
reported to the state were for Manchester residents.
R e p o r t e d  A b u s e  f o r  6 0  y e a r s  o f  a g e  a n d  o l d e r  b y  t y p e  7/ 1/ 08  t o  5/1/09
Emotional Exploitation Neglect Physical S elf-Neglect S exual Total
Manchester 29 20 17 16 115 0 197
Entire State 211 202 183 99 778 8 1,481
Source: N H  Bureau o f  Elderly and A dult Services
Education
Differences in education level contribute to variations in health status across a population. In 
particular, health literacy (the degree to which individuals have the capacity to obtain, process, and 
understand basic health information and services needed to make appropriate health decisions) is 
generally lower among people who have less education. Older adults are more likely to have limited 
health literacy.90 Understanding the population’s education level can help communities plan for the 
health needs of older adults.
O l d e r  A d u l t s  in  2 0 0 7
High S chool graduate 
or higher
Bachelor’s  Degree 
or higher
New Hampshire Residents 65 years and over 80.4% 23.5%
Manchester Residents 65 years and over 72.0% 13.3%
Manchester Male Residents 65 and over 74.4% 18.1%
Manchester Female Residents 65 and over 70.5% 10.3%
Source: American Community Survey 2007
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Ec o n o m ic  C ir c u m s t a n c e s
Adults with fewer financial resources are at higher risk of poor health outcomes.91 While many adults 
are working past the time where they are eligible for retirement, many other adults age 65 and over 
survive on a fixed or limited income. In 2007, 6.2% of adults ages 65 and over in Manchester lived at 
or below the Federal Poverty Level, and 10.2% of the 12,221 households in Manchester that include 
at least one adult 60 years or over received food stamps.
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Fo c u s  Gr o u p  Pa r t i c i p a n t s  We i g h  In : 
H e a l t h y  Ag i n g —Ag e  65 An d  Ol d e r
Elders who participated in our focus group discussions were concerned about being able to afford 
dental and vision care, losing their independence and mobility as they aged, and the costs of social 
service supports.
• In general, older focus group participants had good things to say about the medical care 
offered in the area.
• All the focus group participants felt well covered by their insurance plans, and many had 
supplemental coverage to assist with pharmacy costs. As a group, older participants were 
generally satisfied with their health insurance coverage and reported having no trouble getting 
appointments for medical care.
• Some participants reported being unable to access affordable dental or eye care.
• Participants reported being concerned that their health status was failing as they aged and 
described their fears about losing their independence and becoming a burden to their families.
• The issue that area elders talked about most frequently in relationship to their wish to remain 
independent was transportation. Elders and frail elders want the independence to transport 
themselves to appointments but often do not have the resources to do so, which creates a 
feeling that they are burdening their families. They identified the need for a better and more 
affordable public transportation system, above and beyond what is provided by Easter Seals 
and Seniors Count (programs that they were aware of and used).
• Participants discussed the need for more social programs and less expensive “Meals on 
Wheels” type programs.
• Safety was not an issue of concern among these focus group participants as most participants 
lived in apartment communities where they felt safe.
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Da t a  S n a p s h o t : H e a l t h y  Ag i n g —Ag e  65 A n d  Ol d e r
h e a l t h y  a g i n g  i n d i c a t o r s Manchester Manchester h sa NH without Manchester
Fam ily and social environment
Percent of persons age 65 and over that are living 
alone, 2007, American Community Survey
31%
(n=4,263) na
24.9% all NH 
(n=41,278)
Percent of persons age 75 and over that are living 
alone developmental
Proportion of households with an individual 65 
and over who is dependent upon a caregiver developmental
Proportion of households in which at least one 
grandparent is the primary caregiver of children 
under 18 years
developmental
Number of reported cases of abuse of 
incapacitated adults age 60 years and over, 
07/01/08 to 05/01/09, NHDHHS Bureau of 
Elderly and Adult Services
197 na 1,284
Percent of the population age 65 years and over 
that has a self-care disability, 2007, American 
Community Survey
9.9% na 7.7% all NH
Percent of elderly residing in a nursing home on a 
given date. developmental
Economic Circumstances
Proportion of adults age 65 and older live below 
100% poverty, 2007, American Community 
Survey
6.2% na 6.5% all NH
Property ownership among adults age 65 and 
older developmental
Education
Percent of persons age 65 and over who did not 
graduate from high school, 2007, American 
Community Survey
28.0%* na 19.6% all NH
Percent of persons age 65 and over who have a 
bachelor's degree or higher, 2007, American 
Community Survey
13.3%* na 23.5% all NH
Physical environment and safety
Manchester census tracts that have a population 
consisting of at least 25% individuals age 55 and 
over, 2000, Census
1.02, 7, 8, 11, 12, 22, 25
Persons age 65 and older in Households by 
Dwelling Type developmental
* Significantly different from the rest o f  N ew Hampshire excluding Manchester
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Behavior
Percent of adults age 65 and older who 
eat five or more fruits and vegetables 
daily, 2007, NH DHHS Behavioral Risk 
Factor Surveillance System
na 29.9% 30.7%
Percent of adults age 65 and older who 
have had no leisure-time physical 
activity in past month, 2008, NH 
DHHS Behavioral Risk Factor 
Surveillance System
na 29.2% 31.9% 20% adults 18 and over
Percent of adults age 65 and older who 
are currently smoking, 2008, NH 




Adults age 65 and over who experience 
frequent mental distress, 2008, NH 
DHHS Behavioral Risk Factor 
Surveillance System
9.7% 7.8% 5.4%
Mean number of physically unhealthy 
days among adults age 65 and over in 
the last 30 days, 2008, NH DHHS 
Behavioral Risk Factor Surveillance 
System
5 4.8 4.7
Percent of adults age 65 and older who 
are obese, 2008, NH DHHS Behavioral 
Risk Factor Surveillance System
25.00% 22.80% 23.30% 15% adults 18 and over
Percent of adults age 65 or older who 
have been diagnosed with arthritis or a 
similar condition, 2007, NH DHHS 
Behavioral Risk Factor Surveillance 
System
na 57.8% 55.5%
Percent of adults 65 and older who 
report a physical, sensory, mental, or 
self-care disability, 2007, American 
Community Survey
41.8% na 35.8% all NH
Proportion of adults 65 and older who 
have Alzheimer’s disease developmental
Rate of hospitalization among adults 
age 65 and older after a fall developmental
Rate per 1000 of hospitalization for hip 
fractures among adults age 65 and over, 









Percentage of adults age 65 and older 
experiencing a major depressive episode 
during the past year
developmental
Rate per 100,000 of death from heart 
disease for adults 65 and older, 2006, 







Leading causes of hospitalization for 
the population ages 65 and older, 2006, 
NH DHHS Hospitalization Data
Heart failure; Chronic ischemic heart disease; Cardiac 
dysrhythmias; Pneumonia; and Heart attacks
Leading causes of death for the 
population age 65 and older, 2006, NH 
DHHS Death Data
Heart Disease; Cancer; Chronic lower respiratory diseases; 
Stroke; Alzheimer’s disease;
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Access
Percent of adult females age 65 and 
older who have had a mammogram 
within past two years, 2008, NH DHHS 
Behavioral Risk Factor Surveillance 
System
92.6* 88.9% 83.4%
Proportion of adults age 65 and older 
who have received an influenza 
vaccination in the past 12 months, 
2008, NH DHHS Behavioral Risk 
Factor Surveillance System
78.0% 80.0% 78.1% 90%
Percent of adults age 65 and older who 
have ever had sigmoidoscopy or 
colonoscopy, 2008, NH DHHS 
Behavioral Risk Factor Surveillance 
System
85.2% 88.0%* 79.2%
Proportion of the population age 65 
and older who have had cholesterol 
checked within the past 5 years, 2007, 
NH DHHS Behavioral Risk Factor 
Surveillance System
na 99.8% 98.2% 80% adults 18 and over
Physician visits per annum for adults 
age 65 and older developmental
Presence of a full continuum of care developmental
Preventive health services for adults age 
50-64 years developmental
* Significantly different from  the rest o f  N ew Hampshire excluding Manchester
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c o n c l u s i o n : h e a l t h y  p e o p l e  in  e v e r y  
s t a g e  o f  l i f e
The age-oriented sections of this Healthy People in Every Stage of Life chapter contain data that are 
intended to be used to pinpoint problems and to help shape plans and decisions for health 
improvement for different age groups in the Manchester area. Numerous organizations and 
departments contributed the data contained in this assessment report. Likewise, numerous 
organizations and departments should be included in efforts to take steps to improve community 
health. Examples of partnerships and collaborations of organizations that already exist include the 
Regional Infant Mental Health Team for very young children, the new Healthy Youth Collaborative 
for school-age youth, and Seniors Count for older adults.
Manchester HSA residents’ health is influenced by myriad factors —individual biology, choices and 
activities, families, health care, education, employment and income, neighborhoods and communities, 
and the various social and institutional structures people experience every day. In this community 
health needs assessment, standard health outcomes as well as numerous behavioral, social and 
population measures for each age group were examined. Community health needs and health inequity 
were identified through summaries of both quantitative and qualitative data.
B i r t h  t o  S i x
Reducing the number of low and very low birth weight babies born in Manchester to meet target 
levels is important since birth weight, a key health indicator, can influence a variety of long-term 
health factors.
The housing in which young children spend most of their time can cause preventable negative health 
outcomes. Child blood lead screening and an integrated Healthy Homes effort in the Manchester area 
could address lead poisoning along with a host of other home-related health concerns for young 
children and their families. Healthy Homes is a national program that addresses various factors that 
affect healthy home environments.
In the last decade Manchester has seen improvement in the proportion of children who are fully 
immunized against vaccine-preventable diseases. Further improvement is still warranted. However, 
the apparently high rates at which Manchester children are hospitalized for Acute Ambulatory Care 
Sensitive Conditions may be a sign of a need for increased access to preventive health and primary 
care services.
Improved measurement and understanding of healthy practices among children and their parents in 
the Manchester area would help the community develop approaches to further enable parents to 
instill healthy behaviors and create an environment for healthy child development.
Yo u t h
Manchester youth face an array of challenges as they grow. They experience constant media and 
social influences, violence and aggression, temptations to make unhealthy decisions, and a 
surrounding community that does not always give them the support they need. As a community with 
a desire to improve our youth population’s overall health, the way youth experience the world and the 
specific challenges they face should be considered.
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While youth spend their time in many settings, schools are a focal point of their daily experience for 
most of the year. Improved tracking of absenteeism, academic performance, violence, nutrition, and 
basic health measures in schools will enable us to make decisions and take targeted action about how 
best to improve youth health, both in and outside the school setting.
While the rate of births to teen mothers and the rate of Chlamydia infection among teens are high for 
New Hampshire, Manchester teens were no more likely than other New Hampshire youth to have 
reported having ever had sex. Overall, they report using a condom significantly more often than 
youth in the rest of the state. The community may want to consider approaches to improve teen 
health and well-being related to STDs, pregnancy, and sexual activity.
Data collected for the assessment identified obesity and mental health issues as additional areas of 
concern among school-age youth.
H e a l t h y  L i f e
Chronic diseases are a major concern for adult health in Manchester. The fundamental causes of 
chronic disease include individual risk factors, such as physical activity and nutrition, as well as 
broader social and environmental factors. As this process moves forward, it is important to address 
chronic disease prevention, in particular for heart disease and cancer, among adults in Manchester.
Mental health, identified in this report as a health-related need, is costly to the community in a variety 
of ways, through visits to the emergency room, as well as through lost work productivity and possibly 
weakened social relationships. Plans for adult health in the Manchester area should address mental 
health issues and ways of improving access to behavioral health care.
Other specific needs addressed in this assessment include issues such as drug use and obesity, as well 
as broader community health indicators such as premature death, access to health insurance, and 
overall health inequity based on income.
To improve the health of adults in Manchester and surrounding communities, it would be beneficial 
to approach adult health in an integrated, inclusive way that acknowledges various determinants of 
health. The community may want to continue to develop connections among existing organizations 
to combine expertise and resources and improve our ability to prevent health problems among adults. 
For example, the establishment of a steering body to guide efforts targeted at adults ages 18 to 29 
may be appropriate.
Ol d e r  Ad u l t s
The data collected shows a disparity between men and women over the age of 65. Higher 
proportions of women ages 65 and over live alone and have only a high school education. Also, 
cancers affect men and women at different rates. Additionally, the percentage of women over age 65 
who have any disability, specifically physical disabilities or go-outside-home disabilities, is higher than 
the national rate, while the percent of Manchester’s men 65 and over who are living with disability is 
lower than the national rate.
Older adults in Manchester die of diseases of the heart at a higher rate than in the rest of the state, 
but they are hospitalized for heart attacks and diseases of the heart at a lower rate than the rest of the 
state.
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Other noted needs for older adults include transportation, affordable dental and eye care, and services 
that allow for independence. Additional population health problems appear to include elder abuse, a 
lack of exercise and proper nutrition, obesity, and heart disease.
An important approach to addressing the needs of frail older adults in the Manchester area will be to 
reach out to those who are not connected to services and assistance that is available. Older adults 
who are isolated can be difficult to provide with assistance or information, and their opinions and 
needs are too easily neglected in assessment efforts.
Data available for this needs assessment do not differentiate among older adults of different ages or 
different levels of mobility. That is a shortcoming of this assessment and will be important to rectify 
in future assessments of older adults.
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v . p e o p le  a c c e s s i n g  q u a l i t y
h e a l t h  c a r e
(S t r a t e g i c  Im p e r a t iv e  Tw o )
Developing a high functioning community-based health care system requires a multi-pronged strategy 
that assures access to preventive, primary, and specialty care for all area residents, and concurrently 
assures that residents consistently receive the right care at the right time in the right place.92
“A  synthesis o f  findings from  the literature on the quality o f  health care provides abundant 
evidence o f  poor quality. There are examples o f  exemplary care, but the quality o f  care is not 
consistent. Thus, the average American cannot assume that he or she will receive the best 
care modern medicine has to offer.” 93 — Institute o f  Medicine
Ma n c h e s t e r  h s a  h e a l t h  c a r e  c a p a c i t y
The Manchester Health Service Area (HSA) is fortunate to have a diverse primary health care system. 
A combination of public and private health care provides a loosely knit system of population-based 
public health services, social services, and primary, secondary, and tertiary care. Major provider 
institutions include: Catholic Medical Center (CMC), Dartmouth-Hitchcock Manchester (D-H), Elliot 
Health System (EHS), Child Health Services (CHS), Teen Health Clinic (THC), the Manchester 
Community Health Center (MCHC) and the Mental Health Center of Greater Manchester 
(MHCGM). Many other organizations, for example, the Manchester Health Department and the 
Health Care for the Homeless Project also provide some complimentary health care services to the 
local population.
The HSA capacity to provide oral health care is also growing. During 2009 alone the CMC Poisson 
Dental Facility expanded its fixed chair capacity from two chairs to three, D-H has made oral health 
services available through a portable dental unit, Easter Seals has opened a Dental Clinic with two 
fixed chairs, and the Manchester Health Department has partnered with community organizations to 
expand oral health services to children through the schools.
EHS continues to be the only provider of oral maxillofacial surgery in the area, and the private 
providers, Small Smiles, has provided access to dental care for many youth who use Medicaid.
While there is seemingly adequate health care capacity in the HSA, the health care delivery system is 
limited by the number and type of facilities able to serve its growing population and by the numbers 
of providers available and/or willing to serve low-income residents. In fact, the federal government 
has recognized priority neighborhoods in Manchester as medically underserved. By definition, 
Medically Underserved Areas (MUA) may be a whole county or a group of contiguous counties, a 
group of county or civil divisions or a group of urban census tracts in which residents have a shortage 
of personal health services. Medically Underserved Populations (MUPs) may include groups of 
persons who face economic, cultural or linguistic barriers to health care.
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As of September 2009, six census tracts on the east side of Manchester make up its MUA. An 
additional four census tracts on the west side of the City have been proposed for designation as an 
MUP. In addition, with a ratio of one dentist for every 4,601 residents, 21 census tracts were 
designated as a Dental Health Professional Shortage Areas (DPSA) due to the low dentist to resident 
population ratio. The map below illustrates these designation areas (pending approval of HRSA as of 
September 2009).
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Ma n c h e s t e r  h s a  g e t s  g o o d  m a r k s  f o r  
q u a l i t y
The health care community of the Manchester area is not only committed to improving access to 
health care, but is also continually working to improve the quality of the care that is provided. As 
illustrated in the table below, the quality composite scores for hospitals serving the Manchester HSA 
are often higher compared to the state average.
Ma n c h e s t e r  h s a  H o s p i t a l  Q u a l it y  R e p o r t  S c o r e s  ( 2 0 0 8 ) *
Acute Myocardial Infarction (Heart Attack)
Aspirin at Aspirin at Beta Blocker ACEI or ARBs
Smoking
Cessation Composite
Arrival Discharge at Discharge for LVSD Counseling Score
Catholic Medical Center 99% 100% 100% 99% 100% 99%
Dartmouth-Hitchcock Medical Center 98% 99% 99% 94% 99% 97%
Elliot Health Center 100% 100% 99% 100% 100% 99%













Catholic Medical Center 99% 100% 100% 90% 91%
Dartmouth-Hitchcock Medical Center 100% 96% 95% 82% 84%
Elliot Health Center 99% 94% 100% 73% 81%
State Average 98% 96% 98% 89% 89%
Community Acquired Pneumonia
Antibiotics Blood Cultures Smoking
Within 6 Prior to Appropriate Pneumococcal Influenza Cessation Composite
Hours Antibiotics Antibiotics Vaccination Vaccination Counseling Score
Catholic Medical Center 99% 98% 97% 94% 100% 100% 93%
Dartmouth-Hitchcock Medical Center 85% 90% 92% 88% 87% 80% 73%
Elliot Health Center 94% 89% 93% 98% 100% 100% 88%
State Average 96% 95% 94% 94% 93% 96% 86%
Surgical Care Improvement Project (SCIP)
Phophylactic Prophylactic
Antibiotic Antibiotic
Received Discontinued Recommended Recommen Controlled
Within One Prophylactic within 24 VTE ded VTE 6am Postop Appropriate
Hour Prior to Antibiotic Hours After Prophylaxis Prophylaxis Serum Hair Composite
Surgert Selection Surgery Ordered Received Glucose Removal Score
Catholic Medical Center 98% 98% 94% 98% 98% 95% 100% 92%
Dartmouth-Hitchcock Medical Center 96% 99% 92% 99% 98% 97% 99% 89%
Elliot Health Center 90% 98% 93% 94% 94% /0*0/ 98% 84%
State Average 96% 98% 94% 94% 92% 91% 99% 87%
* no patients were medically eligible to receive this treatment
* This table was developed from  the N H  Quality Care Reports published by the Foundation f o r  Healthy Communities and Northeast Health Care 
Quality Foundation which summarize hospital data from  January 2008 through December 2008. These indicators are benchmark indicators fo r  
quality o f  care f o r  hospitals from  around the state f o r  the specific common diagnoses o f  heart attacks, heart failure, pneumonia, and surgica l infections,94 
(Dartmouth-Hitchcock M edical Center numbers include data from  the M ary H itchcock Memoria l  H ospital in Lebanon).
Many quality improvement initiatives are being initiated by the area health providers. A few examples 
of such projects include the monitoring of physician practice-based immunization rates, timely 
intervention and screening of diabetics, implementation of electronic medical record (EMR) 
technologies, and community reporting of benchmark data.
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Ma n c h e s t e r  d o e s  w e l l  o n  a c c e s s  t o  
p r e v e n t i v e  s c r e e n i n g  m e a s u r e s
Manchester area providers do well compared to the rest of the state in providing screening services to 
the Manchester City and HSA population. Improvements are needed in providing influenza 
vaccination.





Had routine check up in past year, NHDHHS 
BRFSS 2005-2007 76.9% 76.3 71.5%
Percent of the population age 18-64 who received 
an influenza vaccination within the last 12 months, 
2008, NHDHHS BRFSS
31.4% 32.7% 36.0%
Percent of women age 18-64 who have gotten a 
pap smear within the last three years, 2008, 
NHDHHS BRFSS
87.1% 87% 86.1% 90%
Percent of female population over 50 years old 
who have gotten a mammogram in the past two 





Had Cholesterol checked in past five years, 
NHDHHS BRFSS 2005-2007 95.4 96.5 95.9
* Significantly different from  the rest o f  N H
Source: N H  DHHS, Behavioral Risk Factor Surveillance System
u n d e r u s e  o f  p r im a r y  c a r e
Underuse of primary care is a quality concern for the Manchester area. The Institute Of Medicine 
(IOM) national roundtable summarized three major themes of health care quality for which our society 
pays a substantial price: overuse, underuse, and misuse of health care services. We use the themes of 
underuse and misuse to talk about the quality of the primary care system in Manchester HSA.
“Lack o f  health insurance is a major contributingfactor to underuse.” 93
Not having health insurance or a medical home is associated with underuse of primary care. Persons 
with no health insurance are less likely to receive medical care, to receive medical care in a timely 
fashion, or high-technology interventions. They are also more likely to die from treatable conditions 
compared to their insured counterparts.95 Persons without health insurance also receive fewer 
preventive services and less regular care for chronic conditions.96
In addition to the challenge of obtaining health insurance, Manchester’s residents have other barriers 
to accessing quality care. Having a relationship with a regular medical provider, (i.e., having a medical 
home) has been shown to be a valuable contributor to access to quality health care services. A 
“medical home” is a community-based primary care setting that integrates quality and evidence-based 
standards in providing and coordinating family-centered health care, including promotion and 
wellness services as well as acute and chronic care management. Once a medical home has been 
established for an uninsured or underinsured individual, that individual is more likely to gain access to 
services, including preventive care and regular physician visits.97 Having a consistent source of care 
has also been associated with lower use of the emergency department and shorter hospital stays. In 
the Manchester HSA, having health insurance, being able to pay for care, and having a regular source 
of care are associated with income, age, and in some cases, gender.
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La c k  o f  Ac c e s s
Lower Income
Not having health insurance and not being able to access care because of cost is associated with lower 
income.
Do You H ave Any Kind of Hea Ith Care Coverag e, by Income 
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Source: N H  Behavioral Risk Factor Surveillance System
Nearly twenty percent of the poorest HSA residents - those with incomes below $25,000 per year - 
reported that they had no health care coverage compared to 7% of HSA residents with incomes of 
$50-74,999 and 3% of residents with incomes of $75,000 or above (2005-2007).63
• Additionally, approximately 23% of HSA residents with incomes below $25,000 reported that 
they could not get health care services because of the cost of care compared to 14% for those 
with incomes between $35,000-49,000; and 3% of those with incomes of $75,000 or greater 
(2005-2007).63
• As might be expected, those in the lower income groups were more likely to report that they 
did not have a personal care physician compared to those in the higher income groups (for 
example, 21% of those with incomes below $25,000 reported no personal health provider 
compared to 15% ($25,000-34,999), 10% ($35,000-49,999), 7% ($50,000-74,999) and about 
5% ($75,000+).63
• Finally, 32% of the HSA population with incomes below $25,000 reported having only 
fair/poor health compared to 26% of those with incomes of $25,000-34,999, 7% of those 
with incomes between $35,000-$49,999, 8% of those with incomes between $50,000-$74,999 
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age
Not having health insurance and not being able to access care because of cost is also associated with 
age (being younger).
Do Not Have Any Kind of Health Care Coverage, by Age 
(M anchester HSA, 2005-2007)
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Source: N H  Behavioral Risk Factor Surveillance System
Being younger is also associated with having no health care coverage. About 19% of Manchester 
HSA adults, ages 18 to 34 years reported having no coverage compared to 10% of those ages 35 to 
44, 8% of those 45 to 54, 7% of those 55 to 64 and about 1% of those 65 and older (these residents 
are assumed to be covered by Medicare).63
Additionally, 15% of HSA adults ages 18 to 34 report not being able to get care because of cost 
compared to about 11% for those 35 to 44, 9% of those 45 to 54, 4% of those 55 to 64 and 1% of 
those 65 and older.63
And about 15% of HSA adults ages 18 to 34 report having no personal health provider compared to 
about 14% for those 35 to 44, 7% of those 45 to 54, 5% of those 55 to 64 and 5% of those 65 and
older.63
However, those who are younger report having better health. Only about 7% of HSA residents ages 
18 to 35 reported that their health was fair/poor compared to about 9% of those ages 35 to 44, 14% 
of those 45 to 54, 13% of those 55 to 64 and about 22% of those 65 and older.63
Gender
Not having health insurance and not being able to access care because of cost is associated with 
gender. In the Manchester HSA, a significantly higher proportion of males reported that they did not 
have health insurance compared to females (12.8%, CI 11.6-14.0 compared to 10.4%, CI 9.5-11.2).
However, a significantly higher proportion of females (11.3%, CI 10.5%-12.2%) reported that they 
were not able to access care because of cost compared to males (8.1%, CI 7.2-9.0). In addition, a 
significantly higher proportion of males (12.7%, CI 9.6%-15.7%) compared to females (7.1%, CI 
5.2%-9.0%) reported that they did not have a personal care provider.
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Race and Ethnicity
Not having health insurance and not being able to access care because of cost is associated with Race 
and Ethnicity.
In 2004, the New Hampshire Minority Health Coalition published “The Health of African 
Descendents and Latinos in Hillsborough County”.98 It reports that:
• 38% of African descendents had no medical coverage;
• 62% of Latinos had no medical coverage;
• 6% of African descendents and 29% of Latinos with no coverage received reduced 
fee/discounted care;
• of those with health insurance, 22% of African descendents and 14% of Latinos were covered 
by Medicare or Medicaid;
• 30% of African descendents and 42% of Latinos had no regular health provider; and
• barriers to access included cost, language and clinic hours.
In 2006, Ryan et al. further analyzed this information to explore whether self-reported racial 
discrimination was associated with mental health status and if  variation across race/ethnicity (African 
descendents and Latinos) or immigration status existed. Using three separate study methods, the 
authors concluded that perceived discrimination may be an important predictor of poor mental health 
status among African descendent and Latino immigrants.99 Furthermore, it was concluded that the 
association between self-reported discrimination and lower mental health status was stronger for 
immigrants who had resided in the United States for longer periods of time.
Burden on Community
Lack of insurance is a burden that affects more than just the individual — it also affects the entire 
community.
“ The presence o f  a sizable or growing population o f  uninsuredpersons may impose 
destabilizing financia l stresses on the health care providers that serve all community 
members and on the public and private sources that finance local health care.” 100
The Institute of Medicine (IOM) reports that having one or more uninsured members in a family can 
have adverse consequences for everyone in the household.101 Manchester primary care providers 
(including mental health providers) reported caring for 17,119 unique patients who were uninsured in 
2008. This number represents about 8% of all patients seen during this time (please note this number 
is an estimate as we can not determine if patients have been double counted across community 
organizations).
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P a t i e n t s  b y  P a y e r  M ix
Primary Care
mchc d-h c h s * ElliotPCPs CMC PCPs mhcgm
Number of Unique Patients 
(unduplicated 2006-2008) 7,587 64,312 1,856 79,396 32,811 22,342
Payer Distribution
Percent Medicaid 30% 15% 52% 8% 3% 28%
Number of Medicaid Patients 2,304 9,399 966 6,428 984 6,340
Percent Medicare 7% 8% 0% 16% 23% 14%
Number of Medicare Patients 543 5,124 9 12782 7,547 3,213
Percent Commercial 14% 72% 7% 72% 69% 38%
Number of Commercial Patients 1,078 46,146 124 57158 22,640 8,400
Percent Self-Pay and No Insurance 48% 6% 41% 4% 5% 20%
Number of Self-Pay and No Insurance 3,662 3,643 756 3,028 1,641 4,389
* CHS numbers include main program  and Teen Health Clinic 
Source M anchester local health care organisations
Medicaid
Medicaid is a program that funds defined health care services for low-income families and individuals 
who meet certain eligibility criteria. Medicaid is jointly funded by the state and federal government; 
however, the rates of reimbursement do not cover the full cost of care by most providers. Between 
November 2004 and April 2008, the number of HSA persons enrolled in the Medicaid program has 
increased by about 9% (from 17,482 persons in 2004 to 19,082 in 2008). The increased growth of this 
under-funded program is creating a financial burden for the entire region that needs to be shared 
between all health care provider organizations that serve the community. Between 2005 and 2008 the 
City of Manchester experienced a 15% increase in the number of children enrolled in the Medicaid 
program with over 10,000 children reported to be enrolled in 2008.
19,500 1
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Uncompensated Care Co sts
Community providers incur financial losses every time they take care of a Medicaid patient (due to 
poor provider reimbursement) or a patient who is uninsured (due to costs of care not being paid for 
by any insurer). These losses are defined as “uncompensated care”. The amount of uncompensated 
care provided by the HSA health care organizations is another indicator that reflects the growing rate 
of growth of the uninsured and underinsured populations in the HSA.











Manchester Community H ealth Center
FY04 $784,037 $44,197 $25,923 $68,395 $922,552
FY05 $724,354 $0* $12,435 $76,513 $813,302
FY06 $895,417 $0* $19,312 $110,365 $1,025,094
FY07 $872,725 $0* $14,308 $140,877 $1,027,910
FY08 $907,752 $333,627 $76,903 $118,217 $1,436,499
Dartmouth-Hitchcock
FY04 $960,983 $2,651,959 $2,138,378 $61,715 $5,813,035
FY05 $1,234,914 $2,923,624 $2,467,544 $64,916 $6,690,998
FY06 $2,195,330 $3,674,913 $3,550,244 $129,921 $9,550,408
FY07 $2,460,469 $4,206,485 $4,320,846 $116,637 $11,104,437
FY08 $2,273,400 $4,706,871 $4,967,233 $213,533 $12,161,037
Child Health Services
FY04 $166,430 $1,006,570 not applicable $24,774 $1,197,774
FY05 $170,762 $932,240 not applicable $30,865 $1,133,867
FY06 $151,802 $922,198 not applicable $31,815 $1,105,815
FY07 $176,270 $1,037,599 not applicable $28,907 $1,242,776
FY08 $246,004 $975,016 not applicable $29,657 $1,250,677
M ental H ealth Center of Greater Manchester
FY04 $423,162 not tracked not tracked $33,925 $457,087
FY05 $434,734 not tracked not tracked $18,520 $453,254
FY06 $461,934 not tracked not tracked $42,577 $504,511
FY07 $1,306,478 not tracked not tracked $55,091 $1,361,569
FY08 $1,317,306 not tracked not tracked $62,327 $1,379,633
Catholic M edical Center
FY04 $5,211,298 $3,170,650 $6,680,639 $22,622 $15,085,209
FY05 $2,978,197 $4,140,131 $8,860,785 $27,795 $16,006,908
FY06 $4,603,877 $5,058,360 $10,624,876 $54,716 $20,341,829
FY07 $4,891,039 $6,556,228 $11,500,427 $54,111 $23,001,805
FY08 $5,666,411 $5,708,464 $16,687,495 $58,588 $28,120,958
Elliot H ealth System
FY04 $5,057,339 $3,755,889 $5,861,532 $42,953 $14,717,713
FY05 $6,184,954 $4,421,925 $5,154,347 $40,905 $15,802,131
FY06 $6,627,200 $5,357,769 $7,165,160 $77,970 $19,228,099
FY07 $7,272,925 $7,934,263 $14,304,696 $86,828 $29,598,712
FY08 $7,695,558 $11,011,448 $13,393,257 $133,703 $32,233,966
TOTAL $74,353,061 $80,530,426 $117,826,340 $2,059,738 $274,769,565
*Medicaid settlem entfor costs above what has already been p a id  is still under review
Source: Community Provider Organizations Uncompensated Care Provided by Manchester Health Care Organizations: F Y  2004 - F Y  2008
From 2004 to 2008, the costs to the HSA health care organizations for providing uncompensated 
care increased by about 50%. During this time, the HSA health care organizations (MCHC, D-H, 
CHS, MHCGM, CMC, EHS) contributed a total of $274,769,565 in uncompensated care to the 
community. This represents $74,353,061 in free care, $80,530,426 for costs of care provided for
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Medicaid patients above and beyond what is reimbursed by the Medicaid program, $117,826,340 for 
the cost of care provided to Medicare patients above reimbursement by the Medicare program, and 
$2,059,738 for interpretation services.*
m is u s e —a c c e s s i n g  c a r e  in  t h e  w r o n g  
p l a c e , a t  t h e  w r o n g  t i m e , a t  h i g h e r  c o s t
Misuse in the form of medical errors and accessing care in the wrong place has adverse affects not 
only on the patient but also the health care system. Medical errors have been associated with 
preventable death and adverse drug events. Delaying a medical visit until late at night when the only 
available provider is the emergency department (ED) not only puts the health of the patient at risk, 
but also increases the cost of care exponentially as the average cost of an ED visit is about five times 
more than a primary care visit.
The combination of inadequate insurance and lack of a medical home often results in inappropriate 
utilization of health care services. In fact, “lack of accessible primary care is the factor most 
commonly named in determining why patients, regardless of their insurance status or acuity, seek care 
in the ED.” As illustrated in the figure below, overall ED visits (for all causes) for Manchester 
residents have consistently occurred at significantly higher rates compared to the rest of the state for 
the years 2001 through 2005. However, visits for all HSA residents compared to the state (HSA 
includes Manchester) did not differ significantly during this time. These data suggest that Manchester 
residents may have more trouble accessing primary care than do those who reside in the towns 
surrounding Manchester.













Manchester Manchester HSA NH without Manchester
0
Source: N H  DHHS
* Free care is defined by the community health care organization as the total unreimbursed cost o f  the fr e e  or reduced f e e  care provided  due to a p a tien fs  financia l
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Lo c a l  Em e r g e n c y  D e p a r t m e n t  (Ed) V i s i t s
Recent data from the two HSA community hospital EDs illustrate that many residents are using the 
EDs to obtain services or care that often could be provided in a primary care setting which is more 
cost effective for the entire community.
In 2008, CMC and EHS EDs provided 88,100 ED visits to 56,109 unique individuals (an average of 
1.6 ED visits per person per year). Of these 88,100 ED visits 10,856 resulted in patient admission to 
the hospital.
Also, 26% (n=19,793) of these ED visits are classified as level one (LI) or level two (LII) visits (visits 
for care that could have been obtained in a primary care physician’s office)
• 89% (n=17,220) of these LI & LII visits were for persons who lived in the HSA.
• 70% (n= 13,515) were for persons residing in Manchester.
• 19% (n=3,705) were for persons living in the towns surrounding Manchester included in the 
HSA as defined by this report.
• 36% of the 19,793 LI & LII visits (n=7,222) were for self-pay patients (those who are 
uninsured or underinsured).
• ED usage at Catholic Medical Center peaks between 11:00am and 7:00pm which may speak 
to the need for expansion of primary care hours during the day, open scheduling across 
community providers, and or education of patients on how to appropriately use primary care 
and area EDs.
Like the Level I and II ED visits, Ambulatory Care Sensitive Conditions (ACSC) are defined as 
medical conditions that are less likely to require inpatient hospitalization if timely and appropriate 
primary care is received.
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These local data depicting high use rates of the area EDs for non-urgent care is supported by 2006 
data provided by NHDHHS. An indication that the health care organizations in the area may not be 
functioning as a coordinated system for the population for which they are responsible is the 
significantly higher rates of ACSC discharges (for Manchester area residents) compared to the ACSC 
discharge rates for the rest of the state’s residents as illustrated in the figure below.
Ambulatory Care Sensitive Conditions ED Discharge Rates 
Acute and Chronic (2006)
Ambulatory Care Sensitive Conditions-Acute Ambulatory Care Sensitive Conditions-Chronic
] Manchester Only □  Manchester HSA □  NH State No Manchester
Source: N H  DHHS
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a r e a  r e s i d e n t s  w e ig h  IN: a c c e s s  t o  
q u a l i t y  h e a l t h  c a r e  s e r v i c e s
H e a l t h  Ca r e  Av a i l a b i l i t y  Ov e r v i e w
In general, focus group participants and key leaders from the HSA towns outside of Manchester 
recognized that several options exist for accessing health care services in the Manchester area. 
Participants mentioned by name The Greater Manchester Mental Health Center, Easter Seals, The 
Senior Center, West Side Neighborhood Clinic, Manchester Community Health Center, Child Health 
Services, Elliot Health System, Catholic Medical Center, Dartmouth Hitchcock-Manchester, Urgent 
Care, Poisson Dental Center, 211 information line, and several physicians in private practices as being 
available to provide them services.
However, despite having access to these many providers, participants stated that the cost of care 
(particularly for medications and dental care) and getting access to oral health, substance abuse, 
mental health and vision care was very difficult, especially for those lacking insurance, or those 
insured by Medicaid or Medicare. In addition, access to specialty care services was an issue for those 
living outside of Manchester. Making and keeping appointments and coordinating administrative 
processes for billing were mentioned as often being difficult.
Is s u e s  of a c c e ss
Forty-five percent of focus group participants reported having problems accessing care in the past 
twelve months. The table below displays the problems described by participants in order of 
prevalence.
A c c e s s %
Difficulties getting transportation 11%
Long waiting times in office 11%
Lack of convenient hours 8%
Could not find a doctor accepting new patients 7%
Difficulties in making appointments 6%
Don't know where to get health care 5%
Can't get off from work 3%
Difficulties getting child care 2%
Do not understand medical directions 2%
Transportation
The access issue mentioned by most participants was transportation. Focus group participants are 
aware of the medical transportation systems in the area (public transportation, ServiceLink, 
Caregivers, Easter Seals, etc.), but stated that these services do not adequately address their needs. 
The participants said the bus routes are too far apart, not handicapped accessible, and schedules are 
too difficult to match to medical appointments in a timely fashion.
Towns Surrounding Manchester. Several town leaders mentioned transportation for the elderly as 
an issue. Elderly have a difficult time traveling within their towns, as well as out of town to 
medical appointments in Manchester or Concord, especially specialty care appointments 
which are most often out of town.
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Several focus group participants stated that they were not aware of the services available in their 
community and did not know where to turn for advice.
Towns Surrounding Manchester. Leaders interviewed from the towns surrounding Manchester 
brought this issue of awareness up several times especially in regard to mental health services, 
specialty care services, and in general, knowing what services were available in the area.
Securing Interpretation Services is a Challenge
Securing medical interpretation services remains a challenge for participants who represented 
minority and immigrant populations. One woman stated that immigrants do not go to the doctor 
because they are not understood by the person on the phone who says, “I cannot understand you.” 
She also reported that the immigrant community needs to rely on friends or family members to help 
with medical interpretation and that this affects care.
Participants from Somalia stated that they are able to get their needs met with help from the staff at 
the Somalia Development Center (SDC). Several respondents in this group stated that “all their needs 
are taken care of by the SDC”. SDC schedules appointments, handles transportation, provides 
translation at the appointments, and picks up prescriptions. Additionally, the SDC will call the ED if 
needed in the middle of the night.
Mental Health Care
Mental health care access was most important to participants dealing with mental health issues and 
disabilities and for those needing treatment for mood disorders, suicide and substance abuse. 
Participants dealing with mental health issues talked about the challenge of finding appropriate 
services for their adult dependent children, the lack of training for those in law enforcement and 
criminal justice systems, and the shortage of mental health professionals available to respond to 
individuals experiencing a mental health crisis in the ED.
Several respondents talked about how difficult it is to support someone through a mental health 
crisis. They stated that after an acute episode involving ED or hospital care, they had experienced 
incidents of being referred back to the community to seek follow-up care which had not been readily 
available to them in the first place. Additionally, it was noted that there is no detoxification center in 
the area and that there is lack of access to adequate mental health care and medication in the area 
prison system.
Towns Surrounding Manchester: Several leaders from the HSA towns surrounding Manchester 
noted that gaining access to mental health providers is often difficult as there may still be a 
stigma attached to obtaining this type of care. Leaders thought it would be helpful to have 
mental health services provided through primary care in the local area. Additionally, leaders 
mentioned a general lack of awareness about where to get mental health care services.
Oral Health Care
The high cost of oral health care for either preventive or restorative work was a concern addressed in 
every focus group. Community members are aware of the importance of good oral health and how it 
impacts their general health status, but many go without routine care. Many focus group participants 
did not have dental insurance, or if they had Medicaid, could not find dental practices in the area who
People Don’t Know Where to Get Health Care Services
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would accept this payment. Participants stated that they could make appointments when they needed 
them, but simply could not afford the cost. Therefore, they put off care unless they had a crisis or if 
they did go for an appointment, have only the necessary services and forego more expensive care, 
such as x-rays. One Manchester resident stated that she travels more than 60 miles north of the HSA 
for oral health care because the cost of cleanings is cheaper.
Towns Surrounding Manchester: Leaders from the HSA towns surrounding Manchester stated 
that access to oral health care services because of cost was an issue both for children and for 
adults.
Several of the participants had diabetes and were acutely aware of the impact of poor oral 
health on their insulin levels. They too had experienced barriers to obtaining oral health care. 
Most participants were aware that oral health services are provided by the Poisson Oral 
Health Clinic, although, they reported that they had had difficulties getting appointments 
there. Almost all participants were aware of the oral maxillofacial surgical unit at the Elliot 
Health System.
Specialty Care -  Towns Surrounding Manchester
It was noted by leadership from the HSA towns outside of Manchester that there were long waits for 
specialty care services, including access to dermatologists and neurologists.
Use of the Emergency Department
The median number of visits that the focus group participants (or someone in their family) made to 
the emergency department during the past year was one, and the maximum number of visits was ten. 
Of those participants who utilized an emergency department, 54% reported that they had considered 
seeing a doctor in his or her office before going to the emergency department.
The participants were asked to describe their decision-making process leading to the ED visit. In the 
case of non-critical visits, all but one of the participants stated that he or she went to the ED only 
after first calling their doctor’s office. This person went to the ED because he or she had tried calling 
his doctor, but did not get a response.
Services for Those with a Disability or Mental Health Issue
In the focus groups with individuals dealing with a disability and/or a mental health issue, there was 
concern about the availability of services and getting assistance for individuals with disability when 
they become 21 years old. Up to that point, the local school districts assume much of the cost for 
helping individuals function somewhat independently. However, when they turn 21 years old, their 
benefits shift to the NHDHHS. Caregivers and individuals alike are deeply concerned with the state’s 
inability to meet their needs. One caregiver said “it will result in more emergency room visits”.
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issu e s  of co st
According to data from the 2007 National Health Interview Survey, 8% of Americans (23.1 million) 
delayed medical care at least once in the previous year due to the cost of care. Additionally, 6% (17.3 
million) did not receive care at all because of the cost of care. Thirty-four percent of the focus group 
participants reported having trouble seeing a doctor in the past 12 months due to cost. Among 
participants, the biggest cost barriers were related to no insurance (18%), cost of insurance (11%) or 
they could not afford a doctors visit (11%).
C o s t  B a r r i e r s %
Trouble Seeing a Doctor Because of Cost 34%
Specific Cost Barriers
No insurance 18%
Can't afford medications 11%
Can't afford to visit the doctor 11%
Cost of Insurance
Many participants had experienced a recent job loss or they were concerned of an imminent 
separation from work for a family member. Several participants said they couldn’t afford to purchase 
their health insurance through COBRA because their unemployment benefits were too little. The lack 
of health insurance coverage was recently documented in a publication from Families USA.102 This 
report gives a state-by-state profile on the status of insurance coverage and documents that as the 
income levels of individuals go down, uninsured rates go up. Specifically, of the 279,000 uninsured 
New Hampshire residents nearly three-quarters (72.4%) went without health coverage for six months 
or longer (2007-2008). According to this report, the majority of the uninsured are full-time workers 
(69.7%) or part-time workers (9.5%).102
Cost of Prescriptions
Several participants had a hard time paying for medications and made difficult choices to address 
their medical priorities. One participant stated that he lied for several months to his doctor about the 
quantity and frequency of use of his insulin. His wife was recently laid off from work and he could no 
longer afford the co-pay for the office visit and his medication. He was desperately afraid of running 
out. In an attempt to stretch out his supply, he was taking less and less. Finally, he told his doctor 
about his fear of being dropped from the practice because he could not pay the co-pay and his 
struggle to buy the medication. Another participant faced a similar situation. As a recent cancer 
survivor and pulmonary patient, she could not afford the mounting expenses to treat both conditions. 
Caught in the “donut hole” with Medicaid and the need to spend down, she decided to stop taking 
the medication for her cancer. Acting completely rationally she said, “I need to breathe more”. She 
continues to explore alternative ways to purchase cheaper drugs either on-line or in Canada.
In terms of getting prescriptions filled, several respondents mentioned they missed the pharmacy at 
DH-M. It was very convenient as they could fill their prescription when at the facility for their 
appointment.
Growing Gap between Those with and Those without Insurance Coverage
Several participants stated that they felt a strong resentment toward the government, toward 
populations perceived to be getting care and services more easily (e.g., new immigrants) and the 
health care system in general. Given the downturn in the economy, several participants stated that
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they felt that they had no options or a place to turn to help them pay for the cost of their medical 
care, prescriptions, or dental work. For those who had applied for assistance, many were denied 
benefits because their income was too high based on their most current earnings.
Is s u e s  of Quality
Most focus group participants were very satisfied with the quality of care they receive from their 
medical providers. A handful of participants said they had experiences with uncaring staff at the 
emergency department (ED), but attributed this to the staff being overworked.
Several participants talked about feeling alone dealing with either their medical problems or with that 
of a family member. In one focus group, a participant stated that a family member was sent home 
after major surgery with a feeding tube and no visiting nurse or help in place to provide care. 
Participants thought that this sense of isolation occurs, in part, because the provider office visits are 
often too short, and leave the patients little time to explore their concerns. Several participants stated 
that they did not have the knowledge to ask the right questions to prepare themselves for discharge 
from a medical stay. Also, several participants stated that they needed help with coordinating services, 
making decisions about care for more complicated conditions, exploring options for themselves or a 
loved one, and helping with information and referral.
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d a t a  s n a p s h o t : PEO PLE A C C E S S IN G  
q u a l i t y  h e a l t h  c a r e
The table below summarizes the main themes talked about by Key Leaders and Focus Group 
Participants in regard to what the community is doing well and where it could do better in regard to 
issues of Health Care Availability and Access to Transportation and Intepretation Services.
In d ic a t o r Main Themes
Health Care Availability WHAT WE ARE DOING WELL
• Immunizations
• Health providers do a good job providing access to the 
uninsured
• Kudos to providers
• Mobile Community Health Team is a success
• Healthy families are ok
• Poisson Dental Clinic
WHERE WE COULD DO BETTER
• Increase the number of oral, mental, and vision care providers 
who accept Medicaid and Medicare, and offer sliding fee scales
• More primary care providers in towns surrounding Manchester
• Expand school-based dental services in towns surrounding 
Manchester
• Increase services for aging population
• How to pay for services for the uninsured?
• Emergency Department volume is a big concern especially in 
relationship to inappropriate use of these services
• More public education about the appropriate use of health care 
services, including Emergency Department services
• Develop disincentives for Emergency Department use
• Develop a day center for the homeless
• Improve economic access
• Cost is an issue for chronically ill, terminally ill, and vulnerable 
populations
• Wrap around for those who need it for a finite period
• Medicaid creates a disincentive to work
• We need day care, job training, and health insurance for 
everyone and then wean them off during 2-3 year period
• Better access to specialty care especially in the towns 
surrounding Manchester
• Increase capacity of the Manchester Community Health Center
Health Care Access 
(Transportation and 
Interpretation)
WHAT WE ARE DOING WELL
• Connections to International Center are helpful
• Language line
• Health Department welcome center
• We are trying to meet community needs for interpretation and 
translation services
• Attorney in district court translated forms into several 
languages
• Easter Seals transportation
• Health systems shuttle buses
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WHERE WE COULD DO BETTER
• We need more funding for interpretation and translation 
services
• Interpretation is an unfunded mandate
• Interpretation is expensive
• Translation for disabled is expensive
• Interpretation for Deaf
• Transportation issues are unique for different populations
• It is hard for people to get to work and to appointments when 
they have to rely on the public transportation system
• The elderly in and outside the City struggle with the issue of 
transportation
• Transportation is a big issue for towns outside the public 
transportation system of Manchester
• City transportation services as designed are not meeting the 
needs of the public
• The City needs more funding for refugee resettlement
• NH refugee resettlement office should be located at 
NHDHHS. Child care is impossible to afford for those on 
TANF who need to work 30 hrs/week to maintain this benefit
• Emergency planning and responders for towns outside of 
Manchester should be enhanced
c o n c l u s i o n
Historically, public health has focused on the prevention and control of infectious diseases. Advances 
in medical technology, combined with effective population-based public health interventions have 
influenced a transition from a focus on communicable disease to a focus on managing chronic 
conditions. Patients requiring ongoing care for chronic conditions need to be supported with an 
integrated, coordinated system ranging from primary care to specialist consults and community-based 
interventions are needed to compliment these services. Thus, it is essential that the community and all 
of its providers collaborate to prevent chronic disease and produce more desirable health outcomes.
Key leaders in Manchester recognize that our medical system is focused on treatment rather than 
prevention, and that assuring positive health outcomes for area residents will necessitate a 
commitment to system redesign framed by quality measured and health outcomes data.
As for enhancing the ancillary services that must be developed if Manchester hopes to create a 
comprehensive quality primary care system “Manchester struggles with being small and big” 
simultaneously. It was noted by key informants and local residents that the City seemed too big to 
rely on the transportation and translation and social services it currently has, but on the other hand is 
too small to raise enough money to build the infrastructure needed to support the population in these 
areas.
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v i . h e a l t h y  p e o p le  in  h e a l t h y  
n e i g h b o r h o o d s
(S t r a t e g i c  Im p e r a t iv e  Th r e e )
“Investing in our schools, improving housing, integrating neighborhoods, better 
jo b s  and wages, giving people more control over their work — these are as much health 
strategies as disease prevention and education efforts.”
(Dr- David R. Williams, Harvard School o f  Public Health and 
RWJ Foundation Commission to Build a Healthier America)
w h e r e  y o u  l i v e  e f f e c t s  y o u r  h e a l t h
An individual’s health status is greatly influenced by where he/she lives, works, plays, shops, and 
learns. Understanding the place-based factors affecting health is necessary for creating health 
promoting neighborhoods for all Manchester
• l  . 1 0 3 -1 0 5  106residents.
The Institute of Medicine defines health as “a 
state of well-being and the capability to function 
in the face of changing circumstances.” Based 
on this definition, health is more than the 
presence or absence of disease. It is rooted in 
interactions among individual characteristics and 
the surrounding environment, such as a person’s 
place of residence or his social support network.
A more formalized expansion of this concept is 
known as the “Biopsychosocial Model of 
Health” (Figure A).107 In the example of 
pediatric asthma summarized in Figure A, the 
biological factor of genetic heredity is affected 
by increased stress related to the exposure to 
violence, which has proven to increase asthma 
exacerbations or attacks, and substandard 
housing that increases the risk of exposure to 
known asthma triggers, such as cockroaches or 
mold. , This model illustrates clearly the connection between the traditional biomedical approach 
of medicine (which is focused on the diagnosis, treatment and management of disease) and the 
population-based, ecological approach of public health (which aims to include social, cultural and 
psychological, and environmental influences on health).
These models direct us to examine the places or environments in which people spend their time in 
order to fully understand community health. “Environment” has many important interpretations and
Pe d ia t r ic  As t h m a  & t h e  
Bio p s y c h o s o c ia l  m o d e l  o f  H ealth
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definitions — from everyday resources such as clean air and water to the social impacts within 
neighborhoods, such as poverty or crime. In this chapter the neighborhood environment where 
people live, work, learn, and play was discussed in terms of traditional environmental health concerns, 
such as air, water and food sources, the built environment that focuses on improving a community’s 
physical design and structure, and the social environment that aims to address socioeconomic concerns, 
such as the growth in poverty and fostering community cohesion.
The information in this chapter primarily focuses on the City of Manchester and includes data about 
the other HSA communities when possible. While the severity may be different in the communities 
outside of Manchester, the variables described exist in all HSA communities to a certain extent, and 
these factors are critical elements to consider for the future development of population health 
improvement strategies.
t r a d i t i o n a l  e n v i r o n m e n t a l  h e a l t h
The traditional field of environmental health encompasses the health consequences of the interaction 
between people and their natural environment. Examples of such factors include safe and adequate 
food, clean drinking water, and good air quality. The Manchester Health Department, in addition to 
several City departments and community partners, is actively involved in protecting community 
health as it relates to the natural environment.
En h a n c i n g  t h e  Pu b l i c s ’ Wa t e r  Su p p l y
The public water supply that serves Manchester as well as residents within some of the surrounding 
communities was fluoridated in 2000 to improve the oral health of Manchester residents by 
decreasing dental decay. A fluoridated water supply is considered one of the top ten greatest 
achievements of public health in the 20th Century. In Manchester, a combination of community 
water fluoridation and a full dental sealant program has contributed to a reduction in untreated dental 
decay and the overall history of decay among elementary school aged children.
Percent of Untreated Decay, History of Decay and Sealants Among 
2nd & 3rd Grade Children Screened in Manchester Title 1 Schools
1998-99 1999-00 2000-01 2001-02 2002-03 2003-04 2004-05 2005-06 2007-08 2008-09
Untreated D ecay H istory o f Decay S ealants
Source: M anchester Health Department
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Fo o d  Sa f e t y
A major aspect of ensuring a safe food source is achieved through routine restaurant inspections. 
All licensed food service establishments are inspected twice per year. The goal of the inspections 
is to prevent and/or remedy critical violations in food preparation practices that pose a particular 
health threat to patrons or employees. The following table shows the number of establishments 
that had two or more critical violations on their food safety inspections each year.








% with 2+ 
Critical 
Violations
2006* 716 103 14.4%
2007 1622 236 14.6%
2008 1978 320 16.2%
2009* 536 87 16.2%
total 4852 746 15.4%
*Partial Years - 2006 beginning 6/1/2006. 2009 ending 5/21/2009. 
Source: Manchester Health Department
Correcting violations of food preparation is important because violations increase the community’s 
risk of exposure to food borne illnesses, such as Salmonella or E. coli. Illness from food borne 
pathogens may also result from individual or farm practices, as well as restaurant, grocery store, 
or catering activities. The table below lists cases of food borne illnesses investigated by the health 
department.
Cases of enteric disease (food- or 
water-borne illness) are caused by 
eating or drinking contaminated 
food or water or by contact with 
infected feces or vomit. Cases of 
these diseases provide an indirect 
measure of food safety practices; 
however, enteric disease is highly 
underreported due to its common, 
and often delayed, symptoms, such 
as nausea and diarrhea.
Safe food and water sources are important because 
enteric diseases can be serious health risks and result in 
hospitalization. The graphs below show that residents in 
the rest of the state visit emergency departments more 
than Manchester area residents for enteric diseases.
Since 2001, inpatient admission for enteric disease has 
increased significantly both in Manchester and 
statewide.
F o o d  b o r n e  Il l n e s s  In v e s t i g a t io n s  in 
Ma n c h e s t e r , 2 0 0 5 - 2 0 0 9
Food borne 
Illnesses 2005 2006 2007 2008
1/09 
to 5/09
Campylobacter 26 10 19 13 12
E. Coli 0157 2 4 1 3 2
Giardia 51 11 4 3 11
Hepatitis A 9 16 6 6 7
Salmonella 12 11 35 13 13
Shigella 0 1 1 0 1
Source: Manchester Health Department
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Emergency Department visit for Enteric Cases ii 
Manchester and New Hampshire, 2001-2005
Source: N H  DHHS
t h e  b u i l t  e n v i r o n m e n t
Health promoting neighborhoods provide and facilitate connections to essential resources for their 
residents. Examples of essential resources are quality health care and safe places for physical activity. 
In general, a health-promoting neighborhood is important for community well-being and livability.
The built environment refers to 
structural elements within the 
community, such as sidewalks, 
streets, walking paths, parks, and 
public and private buildings. An 
example of a concern related to the 
built environment and healthy 
community design is ensuring that a 
community has access to safe places 
for physical activity and healthy 
food options. For instance, if a 
corner store is serving as the 
neighborhood’s main source of 
food and it does not provide fresh 
fruits and vegetables, the built 
environment makes it challenging, if 
not impossible, for the families 
within the neighborhood to achieve 
good nutrition.
Ne i g h b o r h o o d  
Sa f e t y
Another example of how the built 
environment influences health is in 
its relationship to safety. Health- 
promoting neighborhoods are
livable and walkable. Poor strUctUral Source: Manchester Health D partm ent
design can lead to unsafe areas for 
walking and/or bicycling. From 
2005 to 2008, there were five pedestrian/bicycle fatalities, 130 bicycle accidents, and 230 pedestrian
Ma n c h e s t e r  P e d e s t r i a n  A c c i d e n t s  2 0 0 5 - 2 0 0 8
A c c i d e n t  D a t a  2 0 0 5  -  2 0 0 8
•  Pedestrian and Bicyclist Fatalities n=5
•  Bicyclist Accidents n=130
•  Pedestrian Accidents n=230 
X Schools
| _ _ |  Weed and Seed - USDOJ
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accidents in Manchester. The highest concentration of accidents occurred in the center City area. Of 
particular concern is that this area contains several elementary schools that are considered 
neighborhood “walking schools,” which means that they have limited bus service, thus more students 
are out on the sidewalks making their way to school on foot. This fact makes it especially important 
to ensure adequate areas for walking and biking to support safe routes to school for all of 
Manchester’s children.
"Good health begins at home. Ensuring that the nation’s homes are safe, healthy, 
affordable, accessible and environmentally fr ien d y  will have a direct, immediate 
and measurable effect on the health o f  the nation."
- Dr. Howard Frumkin, Director o f  CDC's 
National Center fo r  Environmental Health
Sa f e  Ho m e s
Homes are considered an important part of 
the built environment. A healthy home is a 
place that promotes and supports safe, decent 
and sanitary housing conditions that protects 
from disease and injury. The national Healthy 
Homes program identifies seven principles to 
make homes safer. Healthy homes should be 
dry, clean, pest-free, safe, contaminant-free, 
ventilated, and well-maintained.110
Some of the most common environmental 
influences that affect people in their homes 
include radon, asthma triggers, and lead. Older 
housing stock that was built before 1950 is 
more likely to expose residents to lead. Lead is 
highly toxic and exposure may result in 
cognitive impairments and behavioral 
problems. Young children are most vulnerable 
to lead poisoning from their surrounding 
environment and should be screened for 
elevated lead blood levels at one and two years 
of age. Older children, ages 36 to 72 months, 
should also be screened if they were not 
previously screened at ages one and two years 
of age. As illustrated by the map, housing built 
prior to 1950 is clustered in the center City 
area of Manchester on both the east and west 
sides of the Merrimack River. This pattern is 
mirrored by the locations of elevated blood 
lead levels among children ages 7 and younger.
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t h e  s o c i a l  e n v i r o n m e n t
The health and well-being of populations are influenced by the social environment as well as the 
physical environment in which they live. A key element of a positive social environment is “collective 
efficacy”, which is defined as the linkage of mutual trust and shared expectations for intervening on 
behalf of the common good within the neighborhood context.
A lack of collective efficacy contributes to disorder in neighborhoods and may increase stress and 
lead to adverse health outcomes, such as high blood pressure or asthma exacerbations/attacks.111 
Efforts aimed at increasing collective efficacy reduce violent crime and improve neighborhood 
disadvantage.111 Residents of neighborhoods with increased collective efficacy are likely to be more 
active and connected to positive social support networks that promote healthy behaviors. One 
example of an effort to improve collective efficacy is the establishment of neighborhood watch 
groups within Manchester. There are nearly sixty active neighborhood watch groups in the City.
D i s a d v a n t a g e d  Co m m u n i t i e s
Places with poverty rates at or above 20% are considered “poverty areas” by national definitions.112 
While people who live in poverty reside in all areas of the City, a higher proportion of them are 
geographically concentrated within the center City area in Census Tracts 5, 6, 14, and 15, combining 
for an average poverty rate of 31% of the population. This is meaningful for the needs assessment 
because Manchester residents who live in poverty areas may be negatively affected by aspects of their 
surrounding environment.57, 114
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Age-Adjusted Coronary Heart Disease Mortality Rates 
by Census Tract in Manchester, 1995 - 2005
Areas of the City with a higher proportion of 
people living in poverty tend to have a higher 
rate of poor health measures such as increased 
rates of heart disease deaths and poor prenatal 
care.115 From 1995 to 2005, in neighborhoods 
with high rates of poverty, Manchester residents 
had significantly higher rates of coronary heart 
disease mortality (27.6 deaths per 10,000) 
compared to Manchester neighborhoods that 
had lower rates of poverty (13.9 deaths per 
10,000).61 Similar patterns are observed when 
analyzing the distribution of poor prenatal care 
for Manchester births during 1999-2003.
The geographic variation of the adverse health 
outcomes across the City outlined above may in 
part be explained by differences in each 
neighborhood’s social conditions that are related 
to economic hardship. For instance, violence 
negatively contributes to a community’s 
psychosocial health by increasing stress 
experienced by residents within these 
communities. One type of chronic stress that 
has been investigated in relation to the well­
being of urban populations is neighborhood 
disadvantage, characterized by the presence of a
number of community-level stressors, including 
poverty, unemployment, substandard housing, and 
high crime and violence rates.73
The Community Disadvantage Index provides a tool 
for measuring neighborhood disadvantage. This 
index consists of a combination of three measures 
calculated at the Census Tract level — percent of 
persons at or below 100% of the Federal Poverty 
Level, percent of persons receiving public assistance, 
and the percent of female-headed households with 
children. The scores range from 0 to 10 with a score 
of 10 indicating the most disadvantaged Census 
Tracts in the United States. For instance, a score of 
nine can be interpreted as a Census Tract that is 
more disadvantaged than 90% of other Census 
Tracts in the country. When considering this index 
in Manchester, the center City area is the most 
disadvantaged, and Manchester, in general, is more 
disadvantaged than surrounding communities.
Source: N H  DHHS, Manchester Health Department
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community Disadvantage index, 2000 
city of Manchester and surrounding communities
T i iw w  H I
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a r e a  r e s i d e n t s  w e ig h  IN: h e a l t h y  
PEO PLE IN  H E A LTH Y  N EIG H B O R H O O D S
Residents who participated in focus groups expressed a variety of opinions regarding how their 
surrounding environment in Manchester encourages or discourages health and healthy behavior. The 
positive environmental influences on health that were identified included the City’s smoking ban, 
improved parks and trails, options for recycling, and lead abatement. Recommendations to improve 
the built environment included more paths and trails, improved sidewalks for walking and biking, 
improved trash removal from neighborhood streets, establishment of a downtown supermarket, and 
efforts to address run-down or unsafe buildings.
T r a n s p o r t a t i o n  a n d  H o u s i n g
Many participants reported that public transportation in Manchester did not adequately address the 
needs of the local residents. Transportation was mentioned in almost all focus group sessions as a 
barrier to accessing care, and was highlighted by several key City leaders as an issue of vital 
importance. Participants reported that the hours and location of bus stops are not convenient, which 
is very important because there is evidence that public transportation barriers have adverse effects on 
the populations that depend most on them for health services access, namely the poor and older 
persons.116 This is particularly true in urban areas such as Manchester, where safety is also a concern 
for those having to use public transportation when it is available.
“M y fam ily came to this country to give my kids a chance at a better education, but we live in an old 
apartment that is making them sick. M y fam ily has been dealing with lead pa in t problems since 2005in our 
apartment. M y child has learning problems as a result. We have moved to different apartments, but they 
have the same problem. We g e t  good  care from  the doctor, but no help with the apartment. ”
And for some participants, the affordability and quality of housing were pressing issues. Participants 
stated that many affordable apartments were old and had lead paint in them, and they would like to 
see an increase in Section 8 housing.
In t e n t i o n a l  C o m m u n i t y  D e s i g n  o f  t h e  Id e a l  C i t y
The ideal community is a city that attracts fam ilies and businesses. I t is a “destination city”.
—Quote from  a Key Leader Interview
The concept of intentional community design developed through discussions with focus group 
participants and key leaders as they discussed the concepts that were important to the development of 
healthy neighborhoods. This concept includes intentional development of places, programs, and 
policies that cultivate and maintain a local environment that fosters access to health care and other 
services, and physical and social safety. This ideal community design will also foster and support 
healthy behaviors and prosperity. The attributes related to community design talked about by most of 
the leaders were a thriving economy, access to care and services and safety.
Focus group participants had many ideas regarding what makes a community the best place to live. 
The number one idea was a safe community with no drugs and a good police force. In all the focus 
groups, at least one participant mentioned that having a safe community makes it the best place to
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live. Participants, also mentioned that a sense of respectfulness and of being able to help neighbors 
out in time of need were features that contribute to an ideal community. Another theme that was 
mentioned centered on children. Many participants mentioned good schools, parks and affordable, 
family-friendly activities as aspects of an ideal community.
Key leaders identified over twenty different topics that describe an ideal city. According to the key 
leaders interviewed, an ideal city is a place that:
• is designed so that its physical infrastructure promotes all aspects of quality of life within 
neighborhoods;
• is supported by a thriving economy and local businesses;
• has the capacity to provide for persons of all ages, access to health care and services that are
used appropriately by the local population;
• has safe neighborhoods;
• has a sense of pride and values oriented toward family and community;
• prides itself on its cultural diversity and opportunities; and
• provides good and affordable housing to its economically diverse population.
Manchester leadership felt that the population needs to ask itself the question — “Why would I want 
to come to Manchester?” And they thought that the work of answering this question would guide the 
future design of the City and its surrounding towns. Key leaders stated that a “destination city” 
should be built on the sense of pride and accountability and leadership of its population.
The ideal community would be designed to support family and community oriented lifestyles and 
activities within the city itself and its neighborhoods. Specifically, the physical infrastructure would 
maximize residents’ ability to enjoy the beauty of the natural environment - including the river that 
runs through the City center - as well as meet and enjoy their fellow residents. Thus, safe, clean, 
esthetically pleasing, and vibrant neighborhood spaces for recreation and congregating were noted as 
being very important to the design of the ideal community. Likewise, having a good and effective 
transportation system to link persons to services and neighborhoods to each other was mentioned as 
being vital to the physical design of the future Manchester. Community leaders also depicted how the 
ideal design of physical spaces and transportation would help enhance social networks and a sense of 
trust among the diverse populations of the local area residents.
A major theme threaded through the key leader interview responses was the belief that an ideal city 
should be “ideal for all”:
(a) that all residents have a sense that their labor means something to the larger population;
(b) that all neighborhoods are attractive and vibrant and provide opportunities for recreation 
and social outreach; and
(c) that Manchester provides a place for all to enjoy a full life that is stimulated by 
educational and religious opportunities, cultural diversity, and a rich cultural history.
Additionally, and most importantly, the key leaders believed that all of the City’s children have the 
opportunity for a bright future based on their having been raised in this ideal place and that they 
would think of Manchester as the place to “move back to” to raise their own children.
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d a t a  SNA PSH O T: H E A LTH Y  PEO PLE IN  
h e a l t h y  n e ig h b o r h o o d s
The table below summarizes the main themes talked about by Key Leaders and Focus Group 
Participants in regard to what the community is doing well and where it could do better in regard to 
creating healthy environments and promoting personal safety and violence.
In d ic a t o r Main Themes
H ealthy Environments WHAT WE ARE DOING WELL
• People love it here
• Trash pick up is good, as are hazardous waste days
• Air and water quality are ok
• Adopt a trail program in Deerfield
• Live Better Institute at the Elliot Health System
• Health Coaches at some work sites
• Addressing issues of childhood asthma
WHERE WE COULD DO BETTER
• Lead paint
• Trash pickup in depressed neighborhoods could be improved, 
especially in back alleys
• Improved snowplowing
• Better inspections of new subdivisions outside of the City
• Light pollution in surrounding towns
• Increase home ownership
• Affordable housing
• Housing for working poor and disabled
• Improve the built environment
• Improve safety so that the population accesses opportunities in 
the City for recreation and exercise
• Be tougher on land lords
• Free bus service
• Radon
•  Community Design
• Planning department needs vision for solutions
• Create a culture for “health”
• Put more priority on health education/promotion and 
prevention
• Provide more open dialogues about the health risks of being 
overweight or obese
• Healthy cooking classes for residents
• Better food in neighborhood stores
• Bring in a large downtown grocery store
• More green spaces offering more sports and recreational 
opportunities for adults as well as children, and low-cost gym 
memberships
• More parks, sidewalks, playgrounds, walking trails, swimming 
pools, tracks, and ball fields
• Employ traffic-calming measures to improve safety
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Personal Safety & Violence WHAT WE ARE DOING WELL
• Neighborhood watch groups
• Commend Chief Mara
• The police are doing a great job building relationships
• The Mayor is doing a good job — very proactive
• CAPS program
• Weed and Seed program
• Greater Manchester Wrap Around
WHERE WE COULD DO BETTER
• Violence, drug and gun crimes are getting worse
• Younger and younger children getting into trouble
• Domestic/family violence — there is silence around this issue
• Improve mental health services
• Family-oriented programs
• Bring preventive programs into the schools
• Change the culture — violence is NOT ok
• Decrease homelessness
• City needs to deal with vacant and foreclosed properties which are
magnets for crime and vandalism
• Better funding for mental health center
• Do something about poverty
• Determine if school bullying is an issue.
• Increase awareness about the link between high crime rate areas
and poor health areas
• Increase student resource officers in schools
• Do a better job maximizing resources
• Decrease fragmentation of services
• Clean up night clubs and bars
• Fund health officers for towns outside of Manchester
• Offer for after-school programs for unsupervised youth
• Offer more parenting programs for young parents
c o n c l u s i o n
Health-promoting neighborhoods are vital to supporting and improving the health of Manchester 
area residents. To improve community health and achieve health equity, we must work toward a 
shared vision of an ideal community for all Manchester area residents. The seven major attributes 
described by key leaders should serve as the foundation for building neighborhoods that provide a 
better quality of life for all residents in Manchester and the surrounding communities.
In regards to current capacity in Manchester to develop healthy neighborhoods, there are several 
existing local committees that have started to focus on the environment as a way to improve 
population health and quality of life. Examples of these interdisciplinary committees include, but are 
not limited to, the Safe Routes to School Task Force that has been assembled to lead efforts in 
improving the built environment around the Henry Wilson Elementary School and other schools in 
Manchester, the Weed & Seed Strategy that is a crime reduction and quality of life initiative to 
improve the social environment within neighborhoods, and the Social Fabric Committee of the 
Public Health Preparedness Advisory Council that is working to build social connectedness and 
efficacy among Manchester’s most vulnerable populations.
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It would be beneficial for improving Manchester’s status as a healthy place if these various entities are 
able to work together based on a shared vision. Also, it would be beneficial for these community 
groups to engage in interdisciplinary planning with key stakeholders from entities such as the 
economic development, planning, parks and recreation, and law enforcement. This may require the 
establishment of a Healthy People in Healthy Neighborhoods Committee to act as a steering body for 
better coordination of efforts addressing the neighborhood environment in Manchester; including 
efforts that may be less directly associated with health status, such as projects proposed in City Master 
Plans.
In addition, further assessment of data at the neighborhood level should continue to be explored. As 
highlighted above, variations among health and quality of life occur within Manchester’s 
neighborhoods, and more data at the sub-geographic level, such as for census tracts, will provide a 
better understanding of health equity and disparity. For example, five-year estimates for the American 
Community Survey will be available next year, which will enable the City to analyze these data at the 
Census Tract level. However, data related to health behaviors, such as the Behavioral Risk Factor 
Surveillance Survey, is currently not available for Census Tracts. Furthermore, data for the 
surrounding communities related to the place-based factors highlighted above would improve our 
understanding of the differences and similarities that exist between neighborhoods in the HSA.
Lastly, neighborhood level data and environmental health information are important for identifying 
and prioritizing issues/areas of need and for determining appropriate interventions that are tailored to 
these needs and root causes. For instance, reasons for lack of physical activity among children in the 
center City area of Manchester are likely multi-pronged. For example, safety issues, such as a high 
traffic volume as well as a lack of adequate sidewalks may both be issues for the center City 
population. Such concerns would require different intervention strategies, which would likely result in 
a combination of policy changes, infrastructure improvements, and increasing social support.
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v i i . p e o p l e  p r e p a r e d  fo r  
e m e r g in g  h e a l t h  t h r e a t s
(S t r a t e g i c  Im p e r a t iv e  F o u r )
The Centers f o r  Disease Control and Prevention (CDC) has a national Health 
Protection Goal that states,‘People in all communities will be protected from  
infectious, occupational, environmental, and terrorist threats.”117
A community can be vulnerable in a variety of ways. Not only can it be susceptible to a disaster or a 
disease outbreak, but it can also be vulnerable in regard to social factors (such as economic hardship) 
that influence the community’s resilience and ability to deal with adversity. This needs assessment 
attempts to examine Manchester’s vulnerabilities in two ways: from the perspective of multi-faceted 
needs among groups of people which may limit our community resiliency as well as from the 
perspective of how prepared local people are to respond to potential public health threats.
Information in this chapter focuses on residents of Manchester and includes data about the other 
Health Service Area (HSA) communities when possible. The circumstances described exist in all HSA 
communities to varying extents.
Some Manchester area residents experience difficult circumstances and inequity in ways that make 
them vulnerable and if tracked, may signal problems in the community. Residents who face difficulty 
because of, for example, losing their jobs, experiencing cultural barriers, or living in unsafe settings 
could be more vulnerable in emergencies or disasters. They may also be more vulnerable to poor 
health. In both cases, vulnerable individuals present a potential challenge to the community that may 
not be felt until problems arise. Identifying factors that make local residents vulnerable will improve 
the community’s ability to take action to strengthen its resilience. The following factors are among 








Manchester has been engaged in public health preparedness since before 2001. Since 2002, the 
Manchester Health Department has served as the point of contact for the Manchester All Health 
Hazards Region (AHHR), which includes the municipalities of Auburn, Bedford, Candia, Deerfield, 
Goffstown, Hooksett, Manchester and New Boston. As such, the Department has led planning 
activities to ensure the region is prepared to protect its residents from possible public health threats. 
The following section describes components of this community’s readiness to respond to disaster.
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w h a t  c a n  m a k e  t h e  c o m m u n i t y  
v u l n e r a b l e ?
Po v e r t y
Located in a predominately rural and affluent state, Manchester is an urban community. In turn, 
Manchester faces challenges and vulnerabilities that are similar to those found in cities across the 
United States. For example:
• Over 3,000 of Manchester’s 25,484 families are living below the poverty line.8
• The fastest growing impoverished age group is children under the age of 18. In 2007, one in 
four of Manchester’s children were living below 100% of the poverty threshold and two out 
of five students were enrolled in free or reduced meals in the beginning of 2009.8, 60
• While Manchester makes up 8.3% of the state’s population, it accounts for about 15% 
(n=16,481) of New Hampshire’s Medicaid Enrollees. The other seven towns in the 
Manchester HSA have an additional 3,210 Medicaid enrollees.118
• In 2008, over 1,100 unduplicated homeless individuals of all ages were served by the Mobile 
Community Health Team Project.8
Ma n c h e s t e r  F a m il ie s  a n d  R e s i d e n t s  L iv in g  B e l o w  
t h e  F e d e r a l  P o v e r t y  L e v e l
1989 1999 2007
All Fam ilies 6.3% 7.7% 11.9% +/-3.7
With Related Children <18 Years 9.9% 12.3% 20.2% +/-6.6
With Related Children <5 Years Only 14.3% 17.2% 25.5% +/-11.5
All People 9.0% 10.6% 14.0% +/-3.4
Under 18 Years 12.6% 15.0% 24.9% +/-8.3
18 Years and Over 7.9% 9.3% 10.7% +/-2.3
18 to 64 Years 7.0% 8.8% 11.5% +/-2.7
65 Years and Over 12.2% 11.7% 6.2% +/-2.9
Source: US Census and American Community Survey
P o p u l a t io n  L iv in g  in  P o v e r t y , Ma n c h e s t e r  H S A  T o w n s , 1 9 8 9  a n d  1 9 9 9
Place
Population Living Below 
the Federal Poverty 
Level, 1989
Population Living Below 
the Federal Poverty 
Level, 1999
Population, 2000  
(for whom poverty 
can be calculated)
New Hampshire 6.4% 6.5% 1,199,322
Manchester 9.0% 10.6% 104,398
Auburn 4.3% 1.8% 4,665
Bedford 2.2% 2.2% 17,851
Candia 3.8% 2.6% 3,890
Deerfield 5.6% 3.2% 3,652
Goffstown 3.1% 2.8% 14,973
Hooksett 2.8% 2.7% 10,849
New Boston 4.9% 4.3% 4,107
Source: US Census 1990 and 2000
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The aspects of Manchester described earlier make the community more vulnerable to poor health. 
Over the last fifty years, health officials and researchers have continued to build evidence that poverty 
contributes to poor health.119, 120 When people live in poverty or with limited economic resources, 
they often have limited access to aspects of daily life that encourage health and a good quality of life 
such as good nutrition, safe places to live, work and be active, health care, good education, and 
transportation. Furthermore, if people live with limited economic resources, they may encounter 
higher levels of crime, stress, and social disadvantages.
M e a s u r e s  o f  H e a l t h  S t a t u s  a n d  H e a l t h  C a r e , 
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Behavior And Health Status
Proportion of adults who are current 
smokers, 2005-2007 37.0% 24.8% 21.8% 19.1%
Proportion of adults with no moderate 
or vigorous physical activity, 2005 and 
2007
19.5% 12.9% 10.3% 9.1%
Proportion of adults who are 
overweight or obese, 2005-2007 65.5% 63.5% 62.5% 61.0%
Access To Care
Proportion of adults who have a 
primary care provider, 2005-2007 81.9% 89.3% 90.1% 88.5%
Proportion of adults whose general 
health status is excellent, very good or 
good, 2005-2007
63.5% 85.5% 88.2% 88.4%
Proportion of adults with emotional 
support, always, 2005-2007 28.5% 45.8% 46.6% 49.1%
Source: N H  Behavioral Risk Factor Surveillance System
In Manchester the Behavioral Risk Factor Surveillance System (BRFSS) reveals an association 
between people’s level of income and their perceived mental and physical health. Combined 
community data from 2005-2007 shows that individuals in Manchester who make less than $25,000 a 
year reported that they experienced bad mental health an average of seven out of the last 30 days and 
bad physical health an average of 7.4 of the last 30 days. In the same survey, individuals who make 
between $50,000 and $74,999 reported an average of 2.7 days of bad mental health and 2.1 days of 
bad physical health out of the last 30 days. This contributes to the idea that poverty is associated 
with poorer community health in Manchester.
U n e m p l o y m e n t
Unemployment has recently become a growing problem in Manchester. When adults are unable to 
find enough work, they and their families are more likely to experience poverty. Participants in many 
of the focus groups described particular concerns with job security in Manchester.
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2 0 0 9  U n e m p l o y m e n t  in  t h e  Ma n c h e s t e r  H e a l t h  S e r v i c e  A r e a
Place J anuary February March April May J une J uly
New Hampshire 5.7% 6.3% 6.6% 6.4% 6.4% 6.8% 6.6%
Manchester 6.4% 7.1% 7.5% 7.3% 7.4% 7.9% 7.7%
Auburn * * * * * * *
Bedford 3.7% 3.9% 4.3% 4.6% 4.7% 5.4% 5.3%
Candia * * * * * * *
Deerfield 5.5% 6.2% 6.8% 6.3% 6.1% 6.5% 6.3%
Goffstown 4.3% 4.8% 5.2% 4.8% 4.8% 5.3% 5.2%
Hooksett 4.9% 5.6% 6.2% 5.3% 5.6% 6.4% 6.1%
New Boston * * * * * * *
*data unavailable
Source: N ew Hampshire Employment Security's 2009 L ocal A rea Unemployment Statistics Report
Families that have limited access to financial resources may experience some degree of food 
insecurity, meaning they have limited or uncertain availability of nutritionally adequate and safe 
foods.26 Food insecurity includes not having enough food and not having enough nutritional food to 
provide a healthy diet. Some families are more likely to experience food insecurity than others. 
Factors that are most often associated with food insecurity are having an income below the poverty 
line and having a household with children headed by a single woman.121 In Manchester, 10.3% of 
households have children under age 18 and are headed by women with no husband present (versus 
6.5% for all of New Hampshire).8
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H o u s i n g
Similarly, the City has vulnerabilities related to housing. When people are living with limited financial 
means, they are limited in the housing options they can afford and may live in housing that is in poor 
condition. They are more likely to rent their homes, and may pay a significant proportion of their 
income for housing.
Of the 48,905 total housing units available in Manchester, 52.9% of them were built before 1950. In 
2008, there were 43,461 occupied housing units in Manchester in 2008. Of these occupied housing
units:122
• approximately 51% of housing units were renter-occupied;
• of rented housing units, 50.4% of them cost 30% or more of their household income for 
rent; and
• about 44% of housing units were occupied by people who had moved within the preceding 
three years.
Ho u s e h o l d  In c o m e  a n d  2 -B e d r o o m  R e n t  in  2 0 0 8
Estimates of Affordability
Median Monthly 
Gross Rent for 
2-Bedroom Unit
Household Income 
Required to S upport 
2-Bedroom Rent
Percent of 2-Bedroom 
Units that are 
Affordable to 3-Person 
Family Earning 50% of 
Median
Statewide $1,044 $41,800 62.2%
Manchester NH
HUD Metropolitan Fair
Market Rent Area (HMFA)
$1,026 $41,000 59.6%
Source: 2008 Residential R ental Cost Survey, N ew Hampshire Housing Finance Authority
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Primarily using federal funds from Housing and Urban Development (HUD), the Manchester 
Housing Redevelopment Authority (MHRA) is able to make 1,261 public housing apartments 
available in Manchester. MHRA also subsidizes rent for 1,850 households. All households that 
MHRA assists must meet the federal HUD requirements related to income and criminal background. 
MHRA measures unmet need for housing assistance primarily through their waiting list. From 
November of 2008 to April of 2009, the MHRA housing assistance waiting list jumped from 9,500
households to 9,870.123
Ed u c a t i o n
Because people’s level of education can impact their socioeconomic status, employment, and health 
status, education is a useful representation of community vulnerability and resilience.124, 125
E d u c a t io n a l  A t t a in m e n t
Manchester 2006 Manchester 2007 New Hampshire 2007
Population 25 years and over 72,399 73,897 895,981
High school graduate 33.7% 33.8% 31.0%
Some college, no degree 19.5% 21.5% 17.9%
Bachelor's degree 18.5% 15.2% 21.0%
Graduate/professional degree 7.3% 7.6% 11.5%
Source: American Community Survey 2007
Data from the schools and various services available in Manchester also reveal other potential needs 
and vulnerabilities amongst community members related to nutrition, education, health care and 
public safety.
V a r i o u s  s i g n s  o f  P o t e n t ia l  V u l n e r a b i l i t y  in t h e  C o m m u n it y  In
Ma n c h e s t e r :
When Number
Number of unduplicated participants in the Special Supplemental Nutrition 
Program For Women, Infants And Children (WIC) 2007 13, 584




Calls to 211 requesting referrals related to dental care in last 10 months 6/2008-4/2009 47
Calls to 211 requesting referrals related to homeless individuals or families 
in first quarter of 2009 1/09-3/09 55
Reports of abuse to Bureau of Elderly & Adult Services of incapacitated 
elders age 60 and over in Manchester 7/2008-5/2009 197
Assessments of alleged child maltreatment by the Division for Children, 
Youth and Families (DCYF) in Manchester 2008 932
Households who applied and qualified for fuel assistance from Southern 
New Hampshire Services by the end of the winter 2007-2008 10,426
Individuals who receive Food Stamps (with or without additional public 
assistance) from NH Division of Family Assistance March 2008 5,646
Individuals who receive Food Stamps (with or without additional public 
assistance) from NH Division of Family Assistance March 2009 6,773
Sources: N H  DHHS, Manchester School District, Heritage United Way 211, Southern N ew Hampshire Services, 
N H  D ivision  o f  F am ily  A ssistan ce
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C r i m e  a n d  Pu b l i c  Sa f e t y
Crime and public safety are important indicators of community vulnerability. The presence of crime 
suggests weaknesses in the community and can be associated with poverty. Furthermore, crime data 
may shed light on the health of residents who live in environments where crime is a concern. Crime 
and violence in a neighborhood have been associated with increased levels of heart disease, asthma, 
mobility disability and other health outcomes among people who live in the area.126-128 Participants in 
a few of the focus groups were concerned that crime and violence seem to have increased in 
Manchester, and some individuals were worried that it will continue to increase in the poor economy.
2 0 0 7  P a r t  l  c r i m e  S t a t i s t i c s





Manchester 108,874 4 22 182 94 825 2190 238 45
Auburn 5,235 0 1 0 2 14 31 2 0
Bedford 21,389 0 1 4 15 42 173 9 1
Candia 4,200 0 0 1 2 13 34 2 0
Deerfield 4,220 0 0 0 1 4 35 1 0
Goffstown 17,810 0 2 0 9 48 212 5 8
Hooksett 13,705 0 4 2 1 31 227 14 1
New Boston 5,121 0 0 0 3 9 17 0 0
Source: M anchester Police Department and FBI, Crime in the United States 2007
C u l t u r a l  Ba r r i e r s
While culturally diverse residents add to the strength of our community in many ways, they may face 
challenges with regard to employment, health care, housing, and community interaction. In turn, they 
may be more vulnerable in the event of emergencies and may not be able to access the help they 
need. They may experience health inequity.
When heads of households have limited English proficiency, it can contribute to the family having 
difficulty navigating the health care system and accessing health information and preventive care. As 
shown in a previous chapter, over 5% of households in Manchester are linguistically isolated. More 
than 17% of children over age five speak a language other than English at home.8 The New 
Hampshire Department of Education reports that 5.8% of enrolled Manchester students in the 2007­
2008 school year had limited English proficiency. Language barriers may negatively affect a family’s 
socioeconomic status, level of education, and stress levels, and in turn their health status (as described 
above).
In addition to language barriers, residents may experience cultural barriers that lead to poorer health 
status. Cultural barriers may limit an individual’s access to appropriate health care and affect 
interactions with health care professionals. They can also limit a person’s access to healthy food and 
adequate physical activity, for example, if  culturally acceptable forms of physical activity are not 
available or safe. Language, culture, religious and racial barriers to a healthy life and health care can 
create inequity among groups in our community. These factors are very important considerations as 
people work to improve the health status of all groups of people living in the Manchester HSA.
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One way to measure the strength or weakness of a community is to consider social connections 
among community members as well as ways in which community members are involved in civic 
activities. Community involvement and connectedness can help reduce vulnerability to poor health 
or emergencies by getting people more connected to a support system and to information that can 
help them. Participants in two of the focus groups discussed that when neighbors help neighbors and 
people get involved in the community, it makes Manchester a better place to live.
“During the depression it was neighbors helping neighbors. I  now barter services with my neighbor. I  watch 
her kids and she does my ironing. I f  everyone cares f o r  each other and is looking out f o r  each other, there is a 
learned respect f o r  one another. Being involved with the community pushes me to h ep  more people and reach 
out more. When you  start helping others, it is infectious. ”
Manchester residents have opportunities to attend parades, block parties, festivals, and various other 
open cultural events. They have an accessible local government and a variety of civic, charitable, and 
social organizations with which to volunteer. The City has an attractive downtown and numerous 
parks. The number of registered voters has grown over the past decade to 57,135 in 2008. In 2007, 
nearly 38% of Manchester youth reported participation in community service activities, and nearly 
28% were involved with clubs or organizations outside of school.37
The Division of Chronic Disease Prevention and Neighborhood Health within the Manchester 
Health Department has been working collaboratively with the Manchester Police Department 
and other community organizations to strengthen resident involvement in crime prevention and 
neighborhood revitalization efforts. They are doing so under the umbrella of the Manchester Weed 
& Seed (W&S) strategy, a program from the United States Department of Justice. The W&S strategy 
is a comprehensive effort aimed at “weeding” out crime and aligning community resources to “seed” 
an improved quality of life for all Manchester residents. The strategy helps to reduce the vulnerability 
of Manchester residents. It has been active for seven years.
The W&S approach is unique when compared with traditional crime prevention approaches because 
the strategy is based on collaboration, coordination, community participation, and leveraging resources 
with a focus on promoting the long-term health and resilience of the community. Residents of W&S 
neighborhoods are actively involved in problem-solving in their community.
Neighborhood Watch Groups are another example of an initiative in Manchester that encourage 
community participation and helps prevent crime. To date there are fifty-eight Community Watch 
Groups across the City.
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h o w  is  Ma n c h e s t e r  p r e p a r in g  f o r  
e m e r g in g  h e a l t h  t h r e a t s ?
The Manchester Health Department currently facilitates the Public Health Preparedness Advisory 
Council, which is the planning body for regional public health preparedness activities. The Council 
includes membership from the region’s hospitals, each of the Manchester All Health Hazards Region 
(AHHR) municipalities (i.e., health, police, fire and emergency management). Other members of the 
Council include the Greater Manchester Chapter of the American Red Cross, the Mental Health 
Center of Greater Manchester, Rockingham Ambulance, and the Visiting Nurse Association of 
Manchester and Southern New Hampshire. The robust community partnerships that have been 
developed through this council have enabled the Manchester AHHR to execute its public health 
preparedness goals.
The Manchester AHHR’s efforts have primarily centered on developing and exercising public health 
preparedness plans. The region has completed the development of a regional all-hazards plan. The 
plan includes several annexes that focus on specific emergencies or response functions:
• pandemic influenza
• risk communication
• medical surge (expanding health care capacity in an emergency)
• points of dispensing (mass clinics ready to be opened in emergencies)
• mass fatality management
In the past two years, the Manchester AHHR has provided eleven public health preparedness 
trainings. The trainings have focused on medical surge; continuity of operations planning; highly 
pathogenic avian influenza; isolation and quarantine; psychological first aid; 2-1-1 NH;
Communicator! NXT (a health alert system); eStudio (a group collaboration and communication tool) 
as well as Homeland Security Exercise and Evaluation Program (HSEEP).
The Manchester AHHR has conducted numerous HSEEP-compliant exercises. Since 2007, the 
Manchester AHHR has held tabletop exercises on school closings, pandemic influenza and isolation 
and quarantine. Call-down drills, in addition to drills involving the set up of the AHHR’s acute care 
center and activation of its emergency call center have also been implemented.
Additional indicators of regional public health preparedness from the Manchester Health Department 
include the following:
In d ic a t o r Number
Points of Dispensing available in an emergency 7
Back-Up Points of Dispensing 5
Medical Reserve Corps Volunteers (completed required training) 11
Community Emergency Response Team Volunteers 50
Source: Manchester Health Department, M ay 2007
In 2007 the state BRFSS asked New Hampshire residents about their level of emergency 
preparedness. The survey found that in a disaster, 61.2% of Manchester’s residents would plan to get 
authoritative information from a radio while 26.9% would use a television.
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Measures of Population Preparedness for an Emergency,
2007
3 5 %
D o e s  N O T  have a 3 -d a y  s u p p ly  H o u s e h o ld  is N O T  a t all W o u ld  N O T  eva cu ate  if a s k e d  
of food for h o u s e h o ld  p re p a re d  to h a n d le  a la rg e - by pub lic  au thorities  in an
s c a le  d is a s te r  e m e rg e n c y
| □  M a n c h e s te r  □  M a n c h e s te r  H S A  □  re s t o f N e w  H a m p s h ire  |
Source: N H  Behavioral Risk Factor Surveillance System
As of 2007, a noteworthy proportion of the population in Manchester did not feel prepared for a 
large-scale emergency. While the local government and many organizations have worked together to 
prepare the City infrastructure and medical response capacity for various kinds emergencies, many of 
the residents themselves are not or do not feel ready for such events.
c o n c l u s i o n
The community has been busily coordinating efforts and preparing for emerging health threats in the 
Manchester area. At the same time, many local residents personally do not feel prepared for 
emergencies. Many individuals in the Manchester area live in circumstances that make them more 
vulnerable in the case of emergencies. Many of those same vulnerabilities also increase the likelihood 
of poor health outcomes. Better understanding of the factors that make people vulnerable in 
emergencies or to poor health is needed in order to reduce those vulnerabilities, target public health 
efforts where they are most needed, and improve health equity across the community.
Examining various types of determinants of health will allow the community to better understand 
the factors that make people and the community more resilient. Achieving health equity and 
community resilience requires a broad, inclusive view of what makes a community strong.
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v i i i . t h e  c o m m u n it y  p r o v id e s  in p u t  
to  t h is  n e e d s  a s s e s s m e n t
Manchester key leaders and focus group participants gave careful and thoughtful responses to the 
interview questions asked during this needs assessment. When asked about the health of the 
community in general, almost half of focus group participants and key leaders felt that the health of 
the community was good. However, a larger percent of community participants rated the health of 
the community as poor compared to key leaders (35% vs.18%). Sixty-one percent of the focus group 
participants and 48% of key leaders interviewed reported that the general health of the community is 
about the same as five years ago. However, 18% of key leaders believe that the health of the 
community has gotten worse over the past five years.
The most commonly mentioned fundamental issues for assuring quality of life of the public during 
every state of life during the key leader interview process are summarized by six broad categories or 
factors: prosperity/economic security, access to health care, healthy behaviors, physical and mental 
health status, physical environment and social environment.
While each of these issues is described separately in the sections following, it is important to note that 
these emerging themes were discussed in a variety of ways, in many different contexts, and were 
understood to be dynamic and interdependent to each other; and driven by intentional, values-based 
efforts that require community leadership.
w h a t  w o u l d  y o u  t a l k  t o  t h e  m a y o r  
a b o u t ?
If invited to talk to the Mayor about existing and emerging threats to their health and well-being, 
focus group participants and key leaders would have a lot to say. Issues that focus group participants 
would discuss include: creating more jobs; integrating mental health services into medical care visits; 
creating access to dental services for adults without insurance; expanding access to specialty care 
services, building affordable housing and a more effective transportation system; improving the 
police force and safety in the neighborhoods; creating better schools; improving snow plowing and 
trash pick-up; and expanding activities for youth. Participants also would encourage the Mayor to 
attend more community events and be more accessible to residents.
The three most important issues that community leaders would discuss are creating a thriving 
economy, enhancing access to care and services and improving the health and well-being of the local 
population through “intentional” community design.
“A  community that listens to the residents and not ju s t  the city departments 
about what needs to be done makes a community a good  place to live.”
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i n t e n t i o n a l  c o m m u n i t y  d e s i g n  a n d  
l e a d e r s h i p
In its most simple form, described by those interviewed for this assessment for producing a healthy 
community, is illustrated in the model below. This model puts the strong influence of intentional 
community design; i.e., leadership, values, and strategic planning in the center as the driver of the 
processes that influence the determinants known to produce health and enhance the quality of life for 
all area residents.
A simple way to understand this model 
is to first think about the major health 
outcome that we want to maintain or 
improve in the long-term; i.e., our 
“measures of success”. In the 
Manchester model the outcome desired 
by City residents is “enhanced quality of 
life” for all. This is summarized by the 
outermost ring of the model. The major 
factors identified by Manchester 
informants as influencing this outcome 
are health status, healthy behaviors, the 
physical and social environments in 
which we live and work; individual and 
area prosperity, and the health care 
system.
A model, such as the one depicted 
above, is very important to a community 
for mapping out the data elements to be collected in a needs assessment, for summarizing the data, 
and for bringing diverse stakeholders to the planning table to address the critical issues for 
improvement identified by the data and information gathered. For example, using the model to ask 
the question of who is responsible for each major determinant of health quickly brings community 
leadership and residents to the conclusion that we all are responsible because not one of us can 
address these multi-faceted and interrelated issues alone.
Embedded within their responses, participants of both key leader and focus groups identified 
community design as essential to drive community health improvements. Community design is a 
high-level concept that links directly to each of the identified issues and, therefore, provides a 
framework for beginning to address these issues in a comprehensive and integrated way. It represents 
a community intervention that is based on unique knowledge of a particular community, requires 
reflection, and applies available resources to foster economic growth and community development. It 
will be important to consider establishing the conditions that foster the generation of social capital as 
well as carefully avoiding disruption of existing social networks and established structures.
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.. .Communities are built on existing networks and evolve beyond any particular design, the purpose o f  the 
design is not to impose a structure but to help the community develop.131
The concept of community design includes intentional development of places, programs, and policies 
that cultivate and maintain a local environment that fosters access to health care and other services, 
physical and social safety, and that fosters and supports healthy behaviors and prosperity.
“Many o f  the agencies in Manchester work in silos rather than addressing the community as a whole.” 
(Patrick Tufts — CEO, Heritage United Way)
This issue was discussed by several leaders in the context of both health care and social service 
agencies. One leader questioned whether the City needed so many individual organizations focused 
on these services or if the City would be better served by stronger collaboration as a way to use 
resources more effectively and decrease fragmentation.
The key leaders emphasized the need for strong proactive leadership. It was noted as a weakness that 
the highest position in the City (the position of Mayor) was only a two-year elected appointment. As 
in state government, this short-term approach to leadership does not work well for solving long-term 
community issues. Additionally, several leaders felt that businesses and residents need to have a 
stronger voice in City government.
Leaders also talked about the infrastructure of education in general and about the need to enhance 
funding for education for healthy lifestyles, the local transportation system, and improvement of 
neighborhood recreational environments.
C o m m u n i t y  D e s i g n
The conception of community design that grew out of the analyses of the focus group and key leader 
data includes intentional development of places, programs, and policies that cultivate and maintain a 
local environment that fosters access to health care and other services, physical and social safety, and 
that fosters and supports healthy behaviors and prosperity as depicted by the simple community 
design model.
Content analysis of responses to the first three open-ended questions revealed that community design 
was discussed by a substantial majority of key leaders (80%) and all of the focus groups, and cut 
across all dimensions of the community design model. Elements of community design included 
transportation, community involvement, fostering socialization, recreation and the physical 
environment, education, and revitalization. Each of these factors are linked to the development of 
social capital, which has been linked to positive health outcomes.
Participants discussed elements of community design when they described what makes a community 
the best place to live. They identified gaps or weaknesses in community design in discussions of the 
main issues facing the community. They also mentioned elements of community design in their 
recommendations for the mayor. Although it touched each dimension, community design was 
discussed in most depth in terms of access to care and services and the economy. The figure below
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depicts connections between the core elements of community design and the top five health issues 
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Values
Meaningful community design is values-based and requires leadership for mobilization.
It includes the concept of social capital, which refers to “ .. .the institutions, relationships, and norms 
that shape the quality and quantity of a society's social interactions... Social capital is not just the sum 
of the institutions which underpin a society — it is the glue that holds them together.”
Values were mentioned by the majority of focus groups and key leaders, and were discussed in 
conjunction with physical and mental health status, safety and violence, the economy and access to 
care and services. Included in the category of values were: collaboration, community involvement, 
family and community orientation, personal responsibilities, pride and values, and religion. Pride and 
values were mentioned within six focus groups and three key leaders. Family and community 
orientation were also raised both by focus groups and key leaders. With regard to family and 
community orientation, focus groups identified the importance of affordable family activities and 
availability of health care and health care coverage for all, and saw the need to develop and sustain an 
infrastructure that promotes family and community-oriented lifestyles. Key leaders mentioned the 
importance of putting children at the center of all the City does.
Community involvement was raised only within focus groups. One participant stated, “. . . a  community 
that listens to the residents and not ju s t the City departments about what needs to be done would make a great 
community to live in .”
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East Side residents spoke at length about people helping other people. Several participants who live 
in the same neighborhoods spoke of the kindness they see daily and wish that that behavior was 
exhibited everywhere. They mentioned the value of community involvement as a source of 
gratification and generosity:
One participant told a story about how after they began participating in the neighborhood watch 
group, they began reaching out to people across the community, and making small voluntary gestures 
to help City employees with snow and trash removal just to make their jobs a little easier.
On the other hand, a participant from another focus group noted a decrease in people taking care of 
their homes, which she attributes to lack of landlord involvement. This lack of landlord involvement 
was also identified as a problem by key leaders, and tied to housing, safety and violence, and physical 
activities as they relate to safety and violence.
Among key leaders, business leaders made the most references to values, discussing pride and values, 
and community and family values as important. Only key leaders specifically mentioned personal 
responsibility, religion, or ethnic culture as important community affiliations and sources of 
community values.
Le a d e r s h i p  a n d  V i s i o n
Integral to community design is leadership and vision, which together form the engine that drives 
positive community level change. Community design is what is needed to make all of it work. 
Community design represents a community-based and community-focused intervention that 
reflects/embodies/fosters community empowerment.134
Twelve participants across both groups spoke about vision, leadership and quality of life. Vision was 
discussed in conjunction with housing and homelessness, safety and violence, the economy, and 
access to care and services. Most often, vision was mentioned in relation to leadership.
Focus group members mentioned that they would like to see more involvement by community 
leaders at community events. Focus groups that raised issues related to vision included the uninsured, 
ethnic minorities, frail elders, refugees, people with mental health issues, and East and West Side 
residents.
Key leaders identified a need for stronger leadership within the community as well. One leader 
mentioned a specific leadership role of advancing opportunities for community residents such as 
advocating for the development of bike paths, rail trails, recreational outlets and health care.
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s p e c i f i c  c o m m u n i t y  h e a l t h  i s s u e s
The following section of this chapter provides an analysis of the health issues identified by a majority 
of focus groups or key leaders. These issues include access to care and services, the economy, safety 
and violence, physical and mental health status, and housing and homelessness. The figure below 
outlines the top ranking issues and the number of sources identifying each issue.
R a n k in g  o f  Is s u e s  b y  S o u r c e s
Focus Groups (n=13) Ranking Key Leaders (n=19)
Access to care and services (n=13) 1 Access to care and services (n=15)
The economy (n=12) 2 The economy (n=11)
Safety and Violence(n=6) /
Physical and Mental Health Status (n=6)
3 Safety and Violence (n=10)
4 Physical and Mental Health Status (n=9)/ 
Housing and homelessness (n=9)
Ac c e s s  t o  Ca r e  a n d  S e r v i c e s
Access to care and services ranked as the top issue across focus group participants and key leaders. 
Access to care and services includes issues related to cost, insurance, dental, quality of care, and 
children’s needs, to name a few. These types of issues where raised within each focus group and 
mentioned by a majority of key leaders. Analysis revealed, however, important differences between 
the two groups.
‘This community delivers care in a fragmented manner. The solution is not ju s t  about 
how many offices or providers y o u  have or how many hours y o u r  practice is open... 
the solution is to be more innovative and fin d  better ways to collaborate. ”
(Steve Paris, Medical Director, Dartmouth-Hitchcock - Manchester)
The cost of care was identified within more focus group sessions than key leader interviews. Similarly, 
divergent views emerged between focus groups and key leaders regarding the importance of access to 
services. Insurance was also identified with greater frequency among focus groups than key leaders. 
Quality of care was explicitly identified only by focus groups, as was interpretation. The following 
figure depicts for the numbers of references by sources for each identified element of access to care 
and services.
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Focus groups mentioned each identified element, while key informants discussed a narrower range of 
issues. In addition, the only topic raised by the majority of key leaders was access to care, while access 
to care, access to services, cost of care, insurance, and quality of care were discussed within a majority 
of the focus groups. The issue of access to care was raised with greater frequency among focus group 
members than key leaders, suggesting that it is a salient theme for individuals and families across 
demographic groups.
Among focus groups, mentions of access to services (day care centers, grocery stores, food stamps, 
mobility aids for the disabled, therapy, and social centers) was fairly evenly spread, with teens, elders 
and caregivers mentioning with the greatest frequency. Bosnian and Bhutanese refugees identified 
access to care, insurance and cost of care, and care coordination, suggesting a need to more closely 
examine the needs of this group. In addition to the Bosnian and Bhutanese refugee groups, care 
coordination was raised with higher frequency among residents of the East Side, those with mental 
health issues, and the chronically ill.
Participants were concerned about whether they would be able to afford health care if they were laid 
off or when they retired. In a few focus groups, participants who were out of work said that it was 
very difficult to afford COBRA. For almost all of the participants, except participants who were on 
Medicaid and Medicare, health insurance was linked to either their job or their spouse’s job. Within 
the group of key leaders, access to services was mentioned only by those from outside of the City of 
Manchester. This group also mentioned access to care, cost and insurance, and dental services as 
needs. Conversely, only key leaders from within the City mentioned children’s health needs and care 
coordination as important issues. Key leaders’ remarks about access to care varied widely. There was 
concern about a lack of primary care providers and a need to expand the services of the community 
health centers. Other leaders identified a lack of specialists. In contrast to focus group participants, 
no key leaders mentioned quality of care, complexity or translation as issues related to access to care 
and/or services.
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T h e  Ec o n o m y
In addition to access to care and services, the issue of the economy was raised by a majority of focus 
groups (92%) and key leaders (58%). Although it emerged as the second most important issue for 
both groups, differences existed in how the two groups related the economy to health issues. The 
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E lem en ts  o f the Econom y
Focus groups discussed the economy in terms of job security, personal finances, lack of affordable 
housing, foreclosures, and cost of insurance (which they tied to job security). Several focus group 
participants discussed their experiences with shifting health care benefits, even when they have kept 
their jobs. Among focus groups, the highest number of mentions regarding the economy was made 
by refugees, the uninsured, residents of the West Side, people with mental health issues, and 
caregivers of children.
Many of the focus group participants had recently been laid off or were worried they would soon be 
laid off. For participants who had recently been laid off, many found it difficult to navigate the public 
assistance office. Some participants recounted stories of being denied benefits on numerous 
occasions even though they had no job and no way to support themselves and their families. 
Participants wanted to talk with the Mayor about the need to increase eligibility to residents to public 
assistance programs including job training programs.
The downturn in the economy and the rising rates in poverty in the City are of real concern to area 
leadership. They understand that the people whom they are trying to serve are losing their jobs, 
benefits, health insurance, and when unable to pay their mortgages — their houses. Leadership 
assumes that poverty, especially for children and the elderly will worsen in the upcoming years.
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In the case o f  children “no one seems to look to the fu ture — we are the wealthiest country 
in the world but can’t  seem to change the course offailure f o r  kids who are living in poverty”.
(Fred Rusc%ek, Director, Child Health Services)
Only key leaders discussed thriving businesses as an important issue or explicitly mentioned poverty. 
Leaders discussed the effects of economy from a higher level, mentioning how the economic 
downturn has stressed City budgets and businesses as well as families and individuals. One leader 
expressed a need for responsibility from surrounding wealthy towns, and his concern that the existing 
New Hampshire tax structure will not allow the City to survive.
The issue of thriving businesses was raised mostly in descriptions of what makes a best community 
and included supporting an environment that attracts new and diverse businesses. One business 
leader mentioned that he was pleased with the economic activity in Manchester over the past ten 
years, in terms of business and universities and colleges. However, he also mentioned that at the end 
of the work day people returned home to surrounding communities. He felt that making more high- 
end housing available would benefit the local economy. Leaders discussed poverty in terms of its 
broad effects on health, education, and lack of a tax base to support services, particularly for children 
and the elderly. One leader spoke of a need to improve the quality of life for the poorest in order for 
the City to make progress.
Comments regarding the importance of the economy included a reference to the current nature of
the problems. For example, one leader stated, “I f  y o u  had asked six months ago, it would not even have been 
on the radar, so it is truly a sign o f  the times. ” On the other hand, a different leader reflected on a recent 
time of similar economic downturn citing the closing of the mills in the 1960s and 1970s, “When you  
look at the people in the community and their ability to be resilient, people in Manchester w ill come out o f  this economic 
downturn stronger provided the infrastructure doesn’t  collapse. ”
Sa f e t y  a n d  V i o l e n c e
Safety and violence were mentioned by a greater percentage of key leaders and with greater frequency 
than focus group participants. Of the participants that mentioned issues of safety and violence, equal 
numbers of focus groups and key leaders raised the issues of crime and safe neighborhoods. The 
following graph illustrates the numbers of references by sources for each identified element of safety 
and violence.
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Elements of Safety and Violence
Focus groups made the most references to crime, the police force, and neighborhood safety, 
identifying increasing street violence and a need for more policing. Several focus group participants 
expressed concern or anxiety about the lack of safe places for children to play. Although most of the 
references were to problems facing families or individuals, focus groups also identified the 
importance of safe neighborhoods to an ideal community. In addition, focus group participants 
mentioned that they value police efforts to work with residents, keeping them informed about issues. 
One focus group member related an incident when the police notified the agency where she works 
about a sex offender moving into the neighborhood. The focus groups that raised the most concerns 
regarding safety and violence were teens, Veterans, and residents of the West Side.
Focus group participants credited police Chief David Mara, “who isn’t afraid to be criticized”, with 
decreasing gang activity. Another participant spoke about how the YWCA provides support to 
women affected by domestic violence. Other participants were pleased with the self-defense courses 
offered to women by the police department. However, several participants stated that drugs remain a 
problem along with the violence associated with it.
“We have sneakers handingfrom the wires which is a sign o f  
drug and gang activity in the neighborhood ”
Key leaders mentioned crime, neighborhood safety, and mental health with the greatest frequency. 
Only key leaders explicitly mentioned domestic violence, gangs, safe housing, and prevention of 
violence. Key leaders suggested that both mental health and drug use issues were correlated with 
higher crime rates. One key leader described a shift in the types of crimes occurring in Manchester, 
“...few er car thefts and house break-ins, but more rapes, assaults, m urders...”
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Ph y s i c a l  a n d  Me n t a l  H e a l t h  St a t u s
Health status ranked as the fourth greatest issue facing individuals, families, and the community. It 
emerged as an issue among more key leaders than focus groups. Aging and mental health issues were 
each raised by three focus groups. However, mentions of mental health issues were greater than 
aging. Among key leaders, mental health was mentioned the most. Aging was also mentioned, but by 
far fewer key leaders. The graph below depicts the numbers of references by sources for each 
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Elem ents of Physical and Mental Health Status
Among focus group participants, people with mental health issues and frail elders made the most 
mentions regarding health status. Other focus groups that identified physical and mental health status 
issues included the disabled, caregivers of children ages 2 to 12 years old, Bosnian and Bhutanese 
refugees, and racial ethnic minorities. The majority of key leaders who discussed physical and mental 
health status issues were responsible for organizations within the City.
Focus group participants mentioned autism, diabetes and mental health in general. Much of the 
discussion around mental health issues was tied to access to care. Participants talked about insurance 
cuts related to mental health benefits and the costs of medication. They also talked about a lack of 
tolerance within the community for people with mental illness. Participants specifically mentioned a 
need for mental health specialists within the school system and a need to train police in managing 
mental health issues.
Key leaders discussed a broader array of health issues than focus group participants. Specifically, their 
discussion included mentions of depression, schizophrenia, anxiety, Lyme Disease and drug and 
alcohol addiction. They mentioned the interrelationship between mental and physical health, and the 
limited availability of Medicaid services for people with mental illness. One provider noted the 
“soaring referrals” for state-funded programs for the severely and chronically mentally ill. Key leaders 
mentioned the pervasive influence of mental illness, linking it with community violence and the 
economy in terms of resources needed for mental health services.
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Aging was raised with far less frequency. Key leaders mentioned a lack of elderly housing and barriers 
to transportation among the elderly. One leader specifically recognized a need to increase prevention 
stating, “Older people living independently are less likely to call f o r  help in general and wait until the last minute when 
their medical needs become a real emergency. ” Another key leader identified an issue among the aging 
population specific to loss of retirement and financial resources related to the declining economy. 
These concerns were echoed by focus group participants. They were concerned about their futures as 
they age, many of them concerned about their continued ability to live independently within the 
community. One focus group mentioned increased isolation with aging and identified a need for 
more community-based activities for the elderly population.
H o u s i n g  a n d  H o m e l e s s n e s s
Housing and homelessness was identified as an issue among more key leaders than focus groups. The 
graph below depicts the numbers of references by sources for each identified element of housing and 
homelessness.
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Elements of Housing and Homelessness
Focus group participants identified a lack of safe and affordable housing. Participants identified 
health concerns related to housing such as lead exposure which they linked to their children’s learning 
disabilities, and “serious headaches from [their] home”. Participants also mentioned frustration with 
inefficiencies of “DHHS” when they applied for housing support, and identified a need for more 
Section VIII housing. They also felt that there was a lack of information about where to turn for 
housing-related problems. Housing issues were raised within focus groups of refugees and people 
with mental health issues.
Leadership from Manchester as well as from the surrounding towns described the lack of access to 
affordable housing, including housing for the elderly. They expressed their concern that an
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abundance of workforce housing might attract to the area only those on the lower end of the socio­
economic scale.
Key leaders discussed the pervasive effects of lack of adequate housing; one leader identified the lack 
of adequate housing stock as the most important issue facing the City, linking it to poor quality of life 
and health problems such as communicable disease. Focus group participants identified a lack of safe 
and affordable housing, specifically citing inadequate living conditions and high costs of rent. One 
leader summed up the housing issue stating that two issues interplay when we grapple with the issue 
of housing — income and cost.
“People need to be able to have good  housing and earn enough to pa y f o r  housing OR our housing 
ju s t  costs too much. Manchester is one o f  the most expensive places to live in the state.”
(Maureen Beauregard, Executive Director, Families in Transition)
Only key leaders discussed homelessness as an issue. They recognized it as a problem particularly 
among children younger than 18 years old and linked it to mental health issues. Leaders also 
recognized that it is difficult to know the prevalence of homelessness because many people are living 
on an itinerant basis with friends or relatives, and in some cases multiple families are sharing crowded 
living conditions. Another leader felt that some of the people who are currently labeled as “homeless” 
would not be homeless if housing were more plentiful or of higher quality, or more easily accessible 
and affordable.
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ix . w h e r e  we g o  fr o m  h e r e ?
In the opening pages of this report, the model for the Healthy Manchester 2015 Community Health 
Improvement Plan was described. The model presents four strategic imperatives that have guided this 
assessment and will continue to guide planning and action in a Community Health Improvement 
Process. Going forward, various organizations will be able to use the qualitative and quantitative data 
that was collected to help prioritize community needs under each strategic imperative and serve as 
baseline measurements for future community health improvement.
Major findings under each strategic imperative include the following list. Please see the individual 
chapters and data tables at the end of each Stage of Life section in Chapter IV.
h e a l t h y  p e o p l e  in  e v e r y  s t a g e  o f  l if e
• Healthy Start
o  Many children in Manchester are born into circumstances that have an adverse affect 
on growth and development.
o  Hospitalization of young children in Manchester for acute Ambulatory Care Sensitive 
Conditions is significantly greater than in the rest of the state.
• Healthy Youth
o  Local teens report and display concerning tendencies and behaviors related to mental 
health.
o  Unsafe sexual activity among teens is resulting in negative outcomes such as 
pregnancy and sexually transmitted diseases.
o  More than one in ten first graders was obese last year.
• Healthy Life
o  Premature mortality is higher for adults in Manchester than in the rest of New 
Hampshire.
o  Health differs between younger adults and middle-age adults. It also differs among 
people of different incomes.
o  Manchester area adults have high rates of overweight, drug abuse hospitalization, 
Chlamydia, and some cancers.
o  Manchester adults have been visiting emergency departments at increasing rates for 
mental health concerns.
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• Healthy Aging
o  The population of older adults in the area and across the state is growing.
o  Death from heart disease is more common in Manchester than in the surrounding 
area or the rest of the state.
o  Older adults tend to desire independence and, therefore, need connections to the 
community, to transportation, and to social supports and services.
a c c e s s i n g  q u a l i t y  h e a l t h  c a r e
• Access to health care and health insurance differs among people with different levels of 
income.
• Emergency department use is higher in Manchester than in the HSA or the rest of the state.
• Hospitalization for Ambulatory Care Sensitive Conditions is higher in Manchester than in the 
HSA or the rest of the state.
h e a l t h y  p e o p l e  in  h e a l t h y  p l a c e s
• Residents and the health care and public health communities in Manchester find that some 
housing has a negative health impact, evidenced in particular by childhood blood lead levels.
• Health and illness are not distributed evenly across the City or HSA. In some geographic 
areas, residents experience more negative health outcomes and risk factors.
• Transportation is a major concern among residents and leaders.
p r e p a r in g  f o r  e m e r g in g  h e a l t h  
t h r e a t s
• Poverty is greater in Manchester than in the rest of state. Childhood poverty is growing. 
Unemployment rates are growing.
• In Manchester and the HSA, various poor health outcomes and risk factors are associated 
with income.
• Local service providers have seen increasing requests for assistance in the last year.
• Cultural diversity continues to grow in the City.
• While local groups are making strides in community emergency preparedness planning, many 
individuals do not feel prepared for emergencies.
The things that influence health in Manchester are varied, interconnected, and dynamic. Therefore, 
when local people want to take steps to improve community health and solve specific problems that 
have been identified, it would be good to do so in a way that takes into account the many different 
factors that are pushing and pulling health in different directions. For example, if teen births is
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identified as a concern, groups interested in addressing the problem should take into account not only 
teen sexual activity, but also their educational circumstances, their social interactions, the policies that 
affect them, the places where they spend time, the outside-of-school opportunities they have 
available, their family circumstances, their connections to the community, and their overall mental 
and physical health. Community members will not be able to “fix” all of the relevant factors that 
contribute to issues such as teen pregnancy or adult Emergency Department utilization, but if we 
approach health issues with recognition of their multifaceted nature, we are more likely to identify 
effective long-lasting solutions and preventive actions.
n e x t  s t e p s
The next steps in the community health improvement process are to:
1.) Share the assessment findings with interested groups and organizations that have expertise 
related to the subjects or populations.
2.) Encourage discussion of findings.
3.) Prioritize findings based on need, urgency and capacity.
4.) Explore methods and approaches other communities have successfully implemented to 
address similar problems to those prioritized locally.
5.) Identify specific actions for health improvement that are adapted to the specific setting and 
needs of the target community in Manchester or the HSA.
b r o a d  r e c o m m e n d a t io n s
Our broad recommendations for the community for moving forward following this community 
needs assessment, in light of our goal to develop a Community Health Improvement Plan, are to:
Strengthen the local infrastructure f o r  assessing community health and well-being. The local data 
infrastructure would improve if  the quality of health-related data gathered by various entities 
around the community improved and entities found better ways of sharing information and 
telling the community story to identify needs and assets. Also, knowledge of community 
needs would be enhanced by health data that are more descriptive regarding areas of potential 
inequity, such as race and ethnicity.
Continue to build relationships and collaborations. Communication and collaborative action among 
organizations, funders, and local government around identified health issues will increase 
access to data, make enhanced continuity of health care more achievable, and help the 
community address health using all available assets. Broad population health improvement 
will require cooperation; no one organization can be expected to do it alone.
Include community members in goa l setting, planning, and activities. This report is one way of telling the 
story of the health of the members of this community. Community members need to be 
included in the prioritization, planning and implementation of improvement efforts whenever 
possible.
Set local goals. To some extent this report provides a baseline measure of health in Manchester. 
The current national Healthy People 2020 target-setting process will provide general
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guidance. Using our baseline measures and considering national targets will enable local 
people to set ambitious but achievable goals that are locally appropriate for Manchester and 
the surrounding areas.
Consider targeting age groups or other high-risk groups rather than diseases, when planning health 
improvement programs. Many diseases or health-related concerns have overlapping causes and 
risk factors. Community health concerns can be more efficiently addressed if  community 
groups work together and plan actions that address various factors in a risk group or factors 
that affect various risk groups at the same time.
This community needs assessment is an early step in a Manchester area Community Health 
Improvement Process, discussed above. The assessment was created through the active cooperation 
of numerous individuals and organizations. It is a living, on-going, inclusive process, intended to 
prompt action. Future input, including recommendations, critique, and ideas for action from already- 
involved partners as well as new partners are not only welcome, but essential.
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i n d i c a t o r s  s u m m a r y
During the focus group discussions and key leader interviews, participants were given a 
survey and asked to rate how responsive the community was to specific healthy community 
indicators. The rating scale was from 1 to 5 with 5 indicating that the community was doing 
an excellent job in addressing this particular health determinant. From the summary data, we 
learned that key leaders felt that the community as a whole was doing a good job at assuring 
that all children are immunized and in providing quality health care to its residents. 
Additionally, key leaders felt that the community could be doing a better job specifically in 
addressing issues of childhood obesity, healthy weight and nutrition; drug, alcohol, and 
tobacco use; responsible sexual behavior and mental health.
From the same survey administered at the focus groups, participants indicated that their 
community was responding best to issue related to infectious disease prevention, provision of 
interpretation services for non-English speakers, making quality heath care available and 
promoting healthy weight and good nutrition.
Important new areas where the focus group participants did not rate the community’s 
response well were the availability of dental care, addressing issues around childhood obesity 
and alcohol use and providing access to transportation for health care. These areas of concern 
were consistent with the focus group discussions where the main concern for many 
participants included finding rides to their appointments, lack of dental care because of cost, 
and childhood obesity.
The community’s response to making quality dental care available was the lowest rated 
indicator by the focus group participants. One participant made the comment that when 
someone has a medical emergency, they can go to the ED where they will be seen, regardless 
of income level or insurance status. This participant wondered why something like this was 
not available for dental care. She told a story about a friend who went to the dentist for a 
dental emergency, and partway through the procedure, was told that her insurance was not 
covered, and asked to pay hundreds of dollars out of pocket.
Lack of adequate transportation was another issue addressed by many of the focus group 
participants. One participant in particular had brought her infant by bus to the doctor for a 
vaccination, only to arrive and find out her appointment had changed. This mother was 
concerned because she did not know how she was going to find transportation to bring her 
back for the rescheduled appointment. The doctor’s office offered a taxi voucher to the 
woman to make sure she could come back to have the baby immunized. Other participants 
have trouble scheduling appointments around the bus schedules, reported not having 
adequate access to the limited modes of public or charity transportation available in the city, 
such as ServiceLink, or Easter Seals.
A p p e n d i c e s : B e l i e v e  i n  a  H e a l t h y  C o m m u n i t y 3
Key Leader and Focus Group Perceptions 
of Community Responsiveness to Healthy People 2010 
Healthy Community Indicators
Provides interpretation services for non- 
English speakers
Provides access to transportation for 
health care and resources
Makes services for the developmentally 
disabled available
Makes quality dental care available 
Makes quality health care available 
Infectious disease through immunization 
Healthy environments 
Safety and reduction of violence 
Mental health / well-being 





Healthy weight /  good nutrition 
Physical activity
*Scale: 0  = poor, 5 = excellent 0 0  10  2 0  3 0  4 0  5 0
□ Key Leaders
□ Focus Group
A p p e n d i c e s : B e l i e v e  i n  a  H e a l t h y  C o m m u n i t y
i i . s u m m a r y  o f  m a j o r  a r e a s  
o f  n e e d  i d e n t i f i e d  b y  f o c u s  g r o u p s
We s t  S i d e  Re s i d e n t s
• Seven people identified job security and being able to afford their health insurance as 
a major issue that they worry about.
• Safety and the proper disposal and regular pick up of trash were identified as 
components that make a community a good place to live.
• Participants would tell the mayor to improve snow plowing, pick up the trash, 
increase/support neighborhood safety programs, and expand activities for youth.
• Participants said the schools need to do more to improve the eating habits of kids and 
to make children feel safe by dealing with bullying. Also, the City needs to make sure 
streets are safe to walk, and needs to offer activities for kids so they do not get into 
trouble.
• Four out of ten respondents said the Neighborhood Watch Program has had a 
positive impact on their community. One person said, “Community involvement is 
key to getting these things changed and to a better life for everyone.”
• Six people said medical transportation was a problem, i.e. cabs are expensive, bus 
routes are inconvenient, and the program of the local hospital is expensive.
• Five respondents said the cost of care, co-payments or insurance impacts their ability 
or decision to seek healthcare.
Ea s t  S i d e  Re s i d e n t s
• There were nine participants in this focus group consisting of Neighborhood Watch 
group members and group captains.
• Transportation, the cost of healthcare and dental access were identified as the major 
concerns for the participants.
• All the participants agreed that neighbors helping neighbors is what makes a 
community a good place to live.
• Five participants said they would talk to the Mayor about the lack of dental services 
for adults without insurance. One person said, “If someone is really sick, you can call 
911 and get treated. But, if  you’re in a lot of pain because of dental problems, there’s 
no way to get care unless you can come up with the cash.”
• Participants thought the schools were doing a better job in terms of healthy eating 
and active living. They also thought the city was offering more bike and walking trails 
and sponsoring fun runs.
• All participants agreed that the occurrence of crime is increasing, but thought the 
police department was doing its best, and had made improvements with gang and 
prostitution activity.
• In terms of a healthy environment, participants thought it was their responsibility to 
help keep the city clean. They did recommend better trash pick-up by the city.
A p p e n d i c e s : B e l i e v e  i n  a  H e a l t h y  C o m m u n i t y
• Overall the participants were satisfied with the many choices that Manchester offers 
for healthcare. They were concerned with access to dental care, mental health, and eye 
care. Additionally, they were concerned with the high cost of spend downs for 
Medicare and Medicaid.
• Many of the participants agreed that the emergency department (ED) is often misused 
by people who could be treated in an office visit, but they lack a doctor or insurance. 
They said they call their doctor first or the Ask-a-Nurse service before going to the 
ED.
• Three people talked about the need for the government to reform healthcare services.
V e t e r a n s  o r  Fa m i l y  Me m b e r s  o f  Pe o p l e  in  t h e  
Mi l i t a r y
• Three of the six participants talked about quality of care issues at the VA.
• Two people said that it is important to have a safe community with a good police 
force. Two talked about the need for good healthcare including rehab for drugs and 
alcohol.
• Two people were concerned about job security and insurance coverage.
• Two respondents want to talk with the Mayor about improving the police force, and 
safety in the community.
• Respondents said the city has improved its parks, school athletic fields, and the West 
Side soccer field.
• Two people said more needs to be done in the schools around drug and alcohol use.
• Regarding the environment, the group recommended improvements to trash removal, 
snow plowing, and the quality of water.
• Three respondents said the TriCare insurance coverage offered to active duty military 
members is inadequate. It only covers the member when on active duty.
• One member could not find a primary care physician and another could not find a 
substance abuse program in Manchester. Dental access was difficult for several 
participants.
• Two people said it should be easier to get help from the government. “We should not 
have to work this hard to get help.”
• The long wait at emergency departments was cited as a concern.
U n i n s u r e d  Re s i d e n t s
• The majority of the respondents (8 out of 10) said they were concerned with 
inadequate access to dental care. Eight participants also mentioned either job security 
or the economy as a major concern, and its impact on affordable health insurance.
• Five people said that caring neighbors and concerned citizens make the community a 
good place to live.
• Four people mentioned their frustration with the City and State when they applied for 
some sort of public assistance, but were not eligible. They believed they should be 
entitled to some assistance as U.S. citizens.
A p p e n d i c e s : B e l i e v e  i n  a  H e a l t h y  C o m m u n i t y 6
• Three people said there was no help to quit smoking and one said the methadone 
program is good.
• Every participant agreed that crime, especially events involving gun violence, has 
increased. Two people were disappointed with the police response. One thought the 
police chief is doing a good job. Respondents attribute the increase in crime to the 
economy and changes in youth attitudes. Respondents recommended more 
community watch programs and changes at the police department to better serve the 
communities.
• Three people said trash removal is an issue in Manchester, adding that the required 
bins are expensive and heavy.
• Several people brought up the fact that even services covered through the Manchester 
Community Health Center were very expensive for them, particularly if they were 
referred to outside specialists.
• Three people had concerns about the services available for medical transportation.
T e e n s
• Two out of six teens were concerned with getting financial assistance to help with 
living expenses.
• When asked what they believe make a community a good place to live, several 
participants mentioned safety, and another thought that no drugs made the 
community a good place to live.
• Three of the participants said they wanted to talk to the Mayor about some aspect of 
the benefits system, i.e. eligibility requirements, more programs.
• The teens are aware of programs related to good nutrition and weight management, 
but overall feel the programs and healthy food are too expensive. The participants 
feel that the schools could offer more healthy choices.
• All the teens talked about the school culture that accepts and promotes the use of 
drugs and promiscuity. Four of the participants said that teen pregnancy is very 
common and acceptable, and thought the schools could do a better job to prevent it.
• Four of the six teens smoked.
• All the teens said there are times when they do not feel safe in their community. Many 
of the teens walk around the city and have witnessed drug deals or domestic violence. 
They all mentioned that they thought part of the problem was an uncaring and 
unresponsive police force.
• Three teens said that trash pick-up was a problem. “Elm Street is nice, but they don’t 
care about the other streets.”
• Four of the six participants said they have good access to healthcare and are happy 
with their providers. They have health insurance. The other two just enrolled as 
patients at Child Health Services. They struggled with finding a provider and lack 
insurance.
• Four of the participants used the ED for care. One person said it was a long wait, and 
two others said they did not feel the staff was caring.
A p p e n d i c e s : B e l i e v e  i n  a  H e a l t h y  C o m m u n i t y
• All of the teens said that transportation was a major problem for them. They mainly 
walk to get around. The bus is too expensive.
Re f u g e e s  f r o m  So m a l i a
• The chief concern in this group was the cost of housing. All the refugees struggled 
with the affordability of their apartments, and strived to get into subsidized housing.
• Another concern with this group was around lead paint exposure in their apartments. 
Several of their children are being treatment for lead exposure and it has affected their 
learning.
• All participants in this group said the Somali Development Center (SDC) helps them 
with a wide variety of services. The SDC helps them by scheduling appointments, 
picking up prescriptions, providing transportation, and assisting with shopping and 
cooking. If they need to go to the ED, the SDC will call ahead.
• In terms of health risk behaviors, the group said it was not a problem in their 
community as it is against their religious practice to smoke and use alcohol.
• They also said they do not have a problem with violence in their community.
• The cost of insurance and healthcare is a problem for the Somali refugees. Several 
participants in this group struggle with the cost of medical services. For the most part, 
their children are covered through Healthy Kids, but the focus group participants 
have no insurance. Many have lost their jobs and would like to receive Medicaid, but 
are not eligible. Those working cannot afford insurance. One person said, “Without 
Medicaid, you take over-the-counter drugs and do not go to the doctor.”
• Access to dental care is a problem.
• Most of the participants go the Dartmouth Hitchcock-Manchester (DH-M) for their 
healthcare. One person said, “Dartmouth is the best clinic.” The participants talked 
about the good treatment and services at DH-M.
• Several of the participants are very concerned with their benefits and what will 
happen after they run out.
Pr e g n a n t  Wo m e n  a n d  Mo t h e r s  o f  N e w b o r n s
• There was agreement among participants that the cost of health insurance and job 
security were major concerns facing their families.
• The participants said good schools and affordable family-friendly activities make a 
community a good place to live.
• Participants in this group would tell the Mayor to improve the City’s sidewalks with 
better plowing, better access to oral health care for those without coverage, and 
decrease in wait-time at the emergency departments. One person said the Urgent Care 
sites are a good resource, but her insurance does not cover a visit there.
• All the mothers agreed that there is more information and education today about 
nutrition and weight management than five years ago, adding it is expensive to eat 
well and the Farmer’s Market is a good resource. They said exercise programs are 
expensive and the City could make more walking trails.
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• Three of the five women mentioned the smoking ban in restaurants and other public 
places as a big change in the last five years.
• Four of the participants mentioned the community policing or the Neighborhood 
Watch programs as a change in their community regarding safety and violence stating 
they would like to see them maintained.
• In terms of a healthy environment, four participants said they have seen changes 
regarding water. The two participants from Londonderry mentioned the public water 
spigot is no longer available. Two women said more people are drinking bottled water 
and mentioned the concern about plastic and chemicals in this water.
• In terms of healthcare availability, it was important to this group to have 
appointments on weekends, early morning, or in the evening so they did not have to 
take their children out of school.
• Participants were able to get appointments when needed; however, they had to wait 
several months to schedule physician appointments or screenings. Two of the women 
without insurance had a hard time finding prenatal care.
• Two of the women used the midwifery practice for their prenatal care, delivery and 
follow up. They were extremely happy with the approach and service.
• Four of the women said they are concerned with errors with medical billing. One said, 
“If we weren’t so diligent about checking and arguing our bills, we’d be paying a lot 
more, and I’m afraid everyone else is paying a lot more than they should be.”
Another woman said the hospital and insurance company “play off each other” when 
it comes to correcting the billing error.
• Regarding the use of the ED, the participants all tried to call their doctor’s office 
before going. They would rather go to their doctor.
• The women were aware of various transportation services around the City to get to 
medical appointments.
Pe o p l e  Re p r e s e n t i n g  Mi n o r i t i e s
• The cost of health insurance and job security were the major concerns for these 
participants.
• The participants identified good schools, access to a grocery store, parks, and a bus 
system as components that make a community a good place to live.
• Three of the six participants would encourage the Mayor to become more involved 
and engaged in the community.
• In terms of physical activity, nutrition and weight, participants felt the City needs 
more grocery stores to offer affordable food, traffic calming measures, better 
sidewalks to promote walking, and more affordable exercise programs for youth.
• Regarding health risk behaviors, the participants said the schools need to do more 
around prevention and education. The minority families are dealing with a transition 
and their needs surround acquiring western attitudes. They need help assimilating this 
information. It was emphasized that the programs should be a model that involves 
the minority communities.
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• Regarding safety and violence, the group feels the police chief is doing a good job. 
They added the City needs to maintain the Neighborhood Watch programs and 
provide programs to youth after school so they do not roam the streets. Participants 
said the police department needs to work on reaching out to the minority community 
to strengthen communication. Also, they said there seems to be a difference in the 
way the juvenile justice system treats minority youth versus other youth.
• In terms of the physical environment, the group said that many minorities like to stay 
in subsidized housing even as their incomes grows because the have established a 
sense of community. Also, much of the private housing stock in Manchester consists 
of older houses which have unabated lead paint and many are owned by absentee 
landlords who do not address maintainence problems in a timely manner.
• This group identified medical translation as an issue that trumps all other issues in 
terms of healthcare availability and access. They explained that many new immigrants 
are not seeking healthcare because they cannot speak English and cannot express 
what they need.
• Also, it was mentioned that many immigrants remain as patients of the the 
Manchester Community Health Center (MCHC) because MCHC offers culturally 
sensitive services and they feel comfortable there even though they have insurance 
and could be seen in a private practice. The majority of participants in this group 
expressed that the City departments need to come together and solve the issue of 
healthcare availability for all residents of Manchester.
• Several participants reinforced the need for better oral health care services saying that 
the hospital has a program to pull teeth for adults and that kids can now go to Small 
Smiles or Catholic Medical Center (CMC). Some immigrants travel back to their 
home country for dental care.
• Mental health services were also identified as a concern.
In d i v i d u a l s  w it h  a  Me n t a l  H e a l t h  Is s u e  o r  T h e i r  
Ca r e g i v e r s
• Six people identified the state of the economy and the impact it is having on their 
retirement, job security, and health insurance as their single biggest concern. Two 
people said they were most concerned about access to dental services.
• The majority of participants mentioned that good schools were important to make a 
community a good place to live. They also mentioned affordable housing, access to 
good healthcare services and good neighbors.
• The majority of participants (8 out of 10) would talk with the Mayor about affordable 
housing. They also mentioned the need to integrate mental health into health care, not 
cutting the bus service, establishing a mental health court, and access to oral health 
care services.
• In terms of healthy eating and active living, several participants thought the grocery 
stores were doing more, citing tours of the store, and nutritional counseling as 
examples. Also, they thought the schools were doing a better job by removing the 
soda machines. The participants suggested offering more walking and bike paths, and 
low-cost gym memberships. One participant suggested bringing the In Shape program
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to Manchester. In Shape is a wellness program for people with mental illness which 
was developed in Keene.
• Regarding health risk behaviors, everyone agreed that the restaurant smoking ban has 
been a positive change. Conversely, several participants are concerned with the lack 
of substance abuse treatment programs especially for youth. Several participants 
thought the schools and community could do more in this area to educate students 
and parents.
• Regarding personal safety and violence, participants thought the Weed and Seed 
program was a good program and thought the YMCA did a good job supporting 
victims of domestic violence. This group was sensitive to the backlash towards sexual 
offenders saying many offenders are mentally ill. Many of the participants thought 
the issues with crime and violence stem from unsupervised youth and encouraged the 
city to offer more activities and after school programs.
• Several of the participants said they thought the City was doing a better job abating 
lead paint from apartments and the schools. Also, they thought the city had increased 
recycling and had improved on removing the snow although some thought there was 
room for improvement.
• In terms of health care availability, there were several concerns. Participants were 
concerned with the merger between CMC and DH-M because services may not be as 
convenient. Also, they were concerned with CMC closing the inpatient psychiatric 
unit, the increased caseloads at Greater Manchester Mental Health Center, and the 
lack of drug treatment and detox programs. Lastly, several people were very 
concerned with the availability of mental health services and medication for 
incarcerated people.
• When questioned about emergency department use, all the participants felt that 
people used the ED because they do not have a regular doctor, or they do not 
insurance. One person noted that her daughter used the ED because she could not 
organize herself to set and keep doctor appointments.
• In terms of health care access, many people mentioned the need for transportation 
services and a need for medical interpretation services.
Fr a i l  El d e r s
• All the participants identified the issue of transportation as a major issue. They do not 
want to be a burden to their families once they start to lose their independence. They 
were also concerned about their health status and growing older.
• The majority of the participants (6 out of 11) would talk with the Mayor about 
funding more programs like Easter Seals for elders.
• In terms of healthy eating and active living, a few in the group said they use Meals on 
Wheels, but it is expensive.
• Regarding violence and safety, most of the participants feel safe in their community. 
Most live in apartments that are secured. Two participants said the Weed and Seed 
program was positive.
• Two people want better trash pick-up.
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• The majority of the participants feel they can get appointments easily when they need 
to. A few shared poor experiences with their doctors and nursing care at the hospital.
• All the participants felt like their health insurance covered them well. Two of the men 
had military pensions and said they had “very good coverage.”
• The majority were not satisfied with dental care. They cannot afford care or find a 
provider who will take Medicare or Medicaid. Also, they identified eye care as a 
problem.
• A few of the participants had used the emergency room after being sent there by their 
doctors. Overall they were satisfied with the care.
In d i v i d u a l s  w it h  a  D i s a b i l i t y
• Participants identified financial security, major medical expenses, or their job security 
as a major concern for them.
• Participants said having access to services, transportation, and safety make the 
community a good place to live.
• The group would like to talk with the Mayor about traffic safety, access to oral health 
care services, and the high rates of autism in children born into families with relatives 
raised around the Jovine Drive area.
• In terms of healthy eating and active living, participants feel the city has improved the 
parks, bike paths and that the schools have made improvements.
• All the participants acknowledged the restaurant smoking ban as a positive measure.
• In terms of healthcare availability one participant said it is very difficult to get mental 
health services for her children so it is necessary to “take advantage of a crisis” to get 
needed services at that time. Also, two people said much needs to be done to improve 
access to substance abuse treatment and service. Overall, participants can get 
appointments for medical issues without problems.
• The caregivers in this group were very concerned with the Governor’s proposed 
measures to balance the state budget and the impact that will have on people with 
disabilities.
• Everyone agreed that the City has become more violent. Neighborhoods that were 
once considered safe now have gang related insignia marking them. They suggested 
more Neighborhood Watch programs.
• The need for mental health parity was mentioned twice.
In d i v i d u a l s  w it h  a  C h r o n i c  Il l n e s s
• The top concerns for this group were transportation, and the cost of healthcare.
• Participants from this group would tell the Mayor about the need for transportation, 
especially for people with a disability, and the need for information and referral 
services.
• Regarding healthy eating and active living, participants were aware of several 
improvements. They talked about the services available through the Elliot Wellness 
Center, Hannaford’s grocery store, and the schools.
A p p e n d i c e s : B e l i e v e  i n  a  H e a l t h y  C o m m u n i t y 1 2
• Participants supported the smoking ban in restaurants.
• Regarding health risk behaviors, several of the participants thought this was a 
problem for youth because they were unsupervised, and that there needs to be more 
programs for youth and parenting classes.
• In terms of personal safety and violence, most of the participants said they feel safe in 
their community. Many live in private apartments with security.
• Two people said the O’Malley Building and the public housing on south Elm Street 
are run down and not secure.
• Regarding healthcare availability, one person new to Manchester has had a hard time 
finding a primary care physician who will take a new Medicare patient. Other 
participants said they thought the reimbursement rates for Medicare have impacted 
their care. The providers offer what is covered rather than what is needed. They also 
provide very short visits.
• A couple of participants said they have had a hard time finding medical specialists. 
The Senior Center is great in dealing with issues related to aging.
• Several people are going without routine dental care because of the cost. Even those 
with insurance have trouble paying for dental services. One person with diabetes 
recognizes the importance of regular cleanings, but cannot afford anything else. 
Another person said she traveled to the NH Technical Institute Concord and Tufts 
for cleanings. One person traveled north where appointments are cheaper. All 
participants would like to see more dental clinics.
• One woman would like to see more transparency in how the hospitals perform 
through quality measures.
• Of those who used the ED, they said they were satisfied with the quality of care, but 
they had to wait a long time while there.
• A couple of people said that health care and Medicare are very confusing. It is a 
struggle to understand everything and to make the best choice for coverage. They 
were aware of ServiceLink, but felt the community needed to do more to help 
families who are caregivers or dealing with their own health issues.
N e w  Re f u g e e s  f r o m  Bh u t a n  a n d  Bo s n i a
• The most pressing issue facing this group was related to Medicaid and insurance 
coverage. They would like to see this benefit extended to refugees beyond the initial 
eight months of arriving in this country. They said many immigrants work in low 
paying jobs where insurance is not provided.
• Participants are also concerned with job security.
• Most of the participants said job prospects make a community a good place to live.
• Participants would talk with the Mayor about extending Medicaid coverage, creating 
jobs, improving schools, increasing job training, and health care access. They would 
also talk about the expense of becoming a U.S. citizen.
• Participants said they think people are more aware about health eating and active 
living, but healthy food is expensive. They like the Farmer’s Market, but it is 
expensive.
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In terms of health risk behaviors, participants said parents need to be stricter with the 
kids and kids need to be busy after school.
Overall, participants feel safe in their community; however, it was acknowledged that 
crime increases during a bad economy.
Regarding health environments, three participants believe drinking hot tap water is 
unhealthy. Two participants said they could benefit from some education on keeping 
their environment clean.
In terms of health care availability, participants described problems of 
misunderstandings between them and their providers, i.e. missed appointments 
because they did not know where they were going, and insensitive providers.
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A P P E N D IX  TW O: 
a s s e s s m e n t  m e t h o d s
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i . q u a n t i t a t i v e  m e t h o d s
As the needs assessment process began, members of the Manchester Sustainable Access 
Project (MSAP) Data Sub-Committee reviewed the Healthy Manchester 2015 Strategic 
Imperatives Framework. This needs assessment’s planning and organization were oriented 
around those Strategic Imperatives.
The final list of indicators of public health and well-being used in this report was created by 
first developing extensive lists of recommended indicators for each of the Strategic 
Imperatives. The sources for the extensive lists are in the table below, with a majority from 
the first five sources. From that large list of indicators, the final indicators were selected based 
on whether each was useful, measurable, and feasible to collect, actionable, available over 
time, and understandable. Local experts with expertise relevant to specific indicators were 
consulted to help determine if the final list of indicators met those criteria. The indicators 
used in the report are science-based and recommended by reputable sources.
Data for the indicators was collected from existing local, state, and national sources. The 
majority of the quantitative data were obtained from the Census Bureau, the American 
Community Survey, the Behavioral Risk Factor Surveillance System (BRFSS), the Youth Risk 
Behavior Surveillance System (YRBSS), and numerous state and local agencies. In particular, 
the New Hampshire Department of Health and Human Services (NH DHHS) Health 
Statistics and Data Management section provided extensive data and assistance. Also, the 
MSAP Data Sub-Committee members provided data from their organizations for the Access 
to Health Care chapter.
The large data request made to the Health Statistics and Data Management section of NH 
DHHS included behavioral, health outcome, and health care data. Where appropriate we 
requested that the data be provided for specific age groups, race/ethnicity, and income levels. 
NH DHHS provided extensive internally created and reviewed data tables.
One limitation of the data provided was that in instances in which the number of events 
reported was very small, NH DHHS either did not report the result, or reported the raw 
numbers in place of population rates. These circumstances applied to much of the health 
data related to the population of individuals of non-white races or ethnicities and explains 
why this report was rarely able to display local data for specific races or ethnicities.
S o u r c e s  o f  In d i c a t o r s  o f  P u b l i c  H e a l t h  u s e d  in t h e  2 0 0 9  N e e d s  A s s e s s m e n t
Coded Organization/Source Resource
HP 2010 Healthy People 2010, US Dept o f Health and Human Services Healthy People 2010: Volumes I and II
IOM Institute o f Medicine Improving the Health o f the Community: A Role for Performance Monitoring
MAPP National Association for County and City 
Health Officials
Mobilizing for Action through Planning and 
Partnerships
SUSA Institute o f Medicine State o f the USA
CHSI DHHS Community Health Status Indicators
CDC-NCHS
Centers for Disease Control and Prevention, 
National Center for Health Statistics
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MSAP Manchester Sustainable Access Project Manchester Sustainable Access Project’s “A Call to Action” Report, 2008
RWJF Robert Wood Johnson Foundation State Health Access Profile
Elliot Elliot Physician Network
Elliot Physician Network Quality Improvement,
http://www.elliothospital.org/services/quality_EPN
.html
WA State o f Washington public health indicators
FQHC Performance Monitoring for FQHCs
CDC-NCEH Centers for Disease Control and Prevention, National Center for Environmental Health Environmental Public Health Indicator Project
NACCHO National Association for County and City Health Officials
2008-2009 Project Public Health Ready CRITERIA 
FOR LOCAL HEALTH DEPARTMENTS
AHRQ
U.S. Department o f Health and Human 
Services, Agency for Healthcare Research and 
Quality
Emergency Preparedness Resource Inventory: A 
Tool for Local, Regional, and State Planners
CDC Centers for Disease Control and Prevention
Data Needs and Uses for Older Adult Health 
Surveillance: Perspectives From State Health 
Agencies
CDC CDC Healthy Aging The State o f Aging and Health in America 2007 Report
CDC Centers for Disease Control and Prevention 21 Critical Health Objectives for Adolescents and Young Adults
NH 2010 Healthy New Hampshire 2010
Dashboard New Hampshire Citizen’s Health Initiative New Hampshire's Healthcare Dashboard 2008
MCHB HRSA- Maternal and Child Health Bureau Promising Practices in MCH Needs Assessment: A Guide Based on a National Study
ERS/USDA Economic Research Service/ United States 
Department o f Agriculture Food Security Measures
Bright Futures American Academy of Pediatrics Bright Futures
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i i . f o c u s  g r o u p  & 
k e y  l e a d e r  i n t e r v i e w  m e t h o d s
Ov e r v i e w : Fo c u s  Gr o u p  a n d  Ke y  Le a d e r  In t e r v i e w  
Me t h o d o l o g y
Through a contract developed by the City of Manchester Health Department (Health 
Department), the Data Sub-Committee of the Manchester Sustainable Access Project (Data 
Committee) hired the Community Health Institute/JSI (CHI) on January 1, 2009 to 
implement focus groups and key leader interviews in the Manchester Health Service Area. 
These participant interviews were conducted to meet the Manchester charitable trusts’ 
mandate to complete a community health assessment. The Data Committee determined that 
focus group participants and key leaders would provide richness and nuance and to validate 
the quantitative data provided by the state and Manchester Health Department that provided 
the major framework for their assessment.
The Data Committee determined that all data and information collected during the 2009 
community health assessment process would be used to inform the strategic imperatives of 
the Healthy Manchester Leadership Council and Department of Health. Thus, the 
development of these focus groups were directed by the strategic imperatives summarized 
below:
M anchester C ity2009-2010 Strategic Im peratives
1.) Healthy people in every stage of life
2 .)  Healthy people in healthy places
3 .)  People prepared for emerging health threats
4 .)  People accessing quality health care
CHI collaborated with the Data Committee to develop the scope of the focus group and key 
leader interview questions and methods of data collection. During each focus group and key 
leader interview we captured both qualitative and quantitative data. Quantitative data were 
collected through administration of a paper-pencil survey instrument at the beginning of each 
interview, followed by a facilitated focus group discussion or key leader interview.
Fo c u s  Gr o u p  In t e r v i e w  Me t h o d s  a n d  Sa m p l e  
D e v e l o p m e n t
Together, the Data Committee and CHI staff identified and recruited community-based 
organizations (CBO) that provide services to clients from the Greater Manchester Health 
Service area (Manchester and its seven surrounding towns of Auburn, Bedford, Candia, 
Deerfield, Goffstown, Hooksett, and New Boston) to participate in the identification and 
recruitment of focus group participants.
A total of ten CBO’s were identified as “Lead CBO” due to their ability to access participants 
and willingness and capacity to do so within the allotted timeframe. A lead CBO was
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assigned to be the key coordinating body for recruitment for each focus group. Each lead 
CBO took responsibility for:
a. working with other community organizations to recruit appropriate participants based on the 
profile population assigned,
b. hosting the focus group,
c. helping participants get to the focus group, and
d. providing free space and snacks during the focus group meeting(s).
An effort was made by each CBO to recruit participants from within and outside of their own 
service system as long as they resided within Manchester and its surrounding towns. Each 
participant received a $25 gift card incentive to a local store as a way of thanking them for 
their participation (total cost of $2,765).
CHI provided the training documents to each lead CBO: Recruiting Agency Fact Sheet,
Focus Group Profiles, Participant Fact Sheet (included later in this section). Each focus 
group was scheduled for two hours.
CHI developed profiles of the populations to be included in the focus group process based 
on input from the Data Committee. Thirteen focus group populations of interest were 
identified:
1.) Individuals with mental health needs
2.) Individuals living on the East Side of the city
3.) Caregivers of young children
4.) Pregnant women or those with newborns
5.) New refugees
6.) Individuals living on the West Side of the city
7.) Individuals with (or caring for someone with) a chronic illness
8.) Frail elders
9.) Teenagers
10.) Individuals who are uninsured
11.) Minority populations
12.) Individuals or family members of those who are currently serving in the military or 
who are veterans
13.) Individuals living with (or caring for someone with) a disability
A total of 115 individuals from thirteen communities participated in the 13 focus groups. A 
total of 109 participants completed a survey prior to the focus group discussion resulting in a 
94.7% survey participation rate.
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F o c u s  G r o u p  S a m p l e  -  D e m o g r a p h ic  D e s c r ip t io n
The following tables provide descriptive information for each of the 13 focus groups, 
summarized by age, city, gender and insurance status for the focus group participants who 
completed a survey. These descriptives below are illustrated for each of the thirteen focus 
group target populations.
P a r t i c i p a n t s  b y  A g e
Focus Group Population: Age
0-17 18-64 65+ Unknown Total
Have mental health issues 0 8 4 1 13
Live on East Side 0 9 1 0 10
Caregivers o f young children 0 6 0 0 6
Pregnant women or new mothers 0 4 0 0 4
New refugees 0 9 0 0 9
Live on West Side 0 10 0 0 10
Have/caring for person with chronic 
Illness 0 1 9 0 10
Frail Elders 0 0 11 0 11
Teenagers 3 3 0 0 6
Individuals who are uninsured 0 11 0 0 11
Minority populations 0 7 1 0 8
Military or Veteran 0 6 0 0 6
Have/caring for person with 
disabilities 0 5 0 0 5
T o ta l 3 79 26 1 109
P a r t i c i p a n t s  b y  C ity
Focus Group Population: CityManchester Greater Manchester Total
Have mental health issues 9 4 13
Live on East Side 10 0 10
Caregivers o f young children 2 4 6
Pregnant women or new mothers 2 2 4
New refugees 8 1 9
Live on West Side 10 0 10
Have/caring for person with chronic 
Illness 6 4 10
Frail Elders 11 0 11
Teenagers 6 0 6
Individuals who are uninsured 10 1 11
Minority populations 8 0 8
Military or Veteran 6 0 6
Have/caring for person with 
disabilities 4 1 5
T o ta l 92 17 109
A p p e n d i c e s : B e l i e v e  i n  a  H e a l t h y  C o m m u n i t y 2 0
P a r t i c i p a n t s  b y  G e n d e r
Focus Group Population: Gender
Female Male Total
Have mental health issues 9 4 13
Live on East Side 9 1 10
Caregivers o f young children 6 0 6
Pregnant women or new mothers 4 0 4
New refugees 4 5 9
Live on West Side 6 4 10
Have/caring for person with chronic 
Illness 8 2 10
Frail Elders 8 3 11
Teenagers 5 1 6
Individuals who are uninsured 6 5 11
Minority populations 8 0 8
Military or Veteran 2 4 6
Have/caring for person with 
disabilities 4 1 5
T o ta l 79 30 109








Have mental health issues 11 2 0 13
Live on East Side 9 1 0 10
Caregivers o f young children 6 0 0 6
Pregnant women or new mothers 4 0 0 4
New refugees 6 3 0 9
Live on West Side 7 3 0 10
Have/caring for person with chronic 
Illness 10 0 0 10
Frail Elders 9 2 0 11
Teenagers 4 2 0 6
Individuals who are uninsured 2 9 0 11
Minority populations 7 1 0 8
Military or Veteran 6 0 0 6
Have/caring for person with 
disabilities 3 0 2 5
Total 84 23 2 109
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F o c u s  G r o u p  P a r t ic ip a n t  D e s c r ip t io n
A total of 115 people participated in the focus groups, with 109 completing the quantitative 
survey. Eighty-four percent of the participants live in Manchester, 6% live in Greater 
Manchester (seven communities in the Manchester Health Service Area [HSA] selected by the 
MSAP Data Committee), and 10% live outside the HSA.
□  M anchester
□  Greater M anchester
□  Outside H.S.A
Seventy-three percent of participants were female, and 27% were male. The average age of 
participants was 52. The youngest participant was 14 years old, and the oldest participant was 
92 years old. The majority of participants (73%) were between the ages of 18 and 64. Twenty 
four percent of participants were 65 years and older.
Eighty-eight percent of the focus group participants identified their race as white, 8% 
identified themselves as Asian, 6% as American Indian or Alaska Native, 5% as black or 
African American, and 3% as Native Hawaiian or Other Pacific Islander. Seven percent of 
the participants identified themselves as Hispanic or Latino. Participants were asked to check 
as many races as applied.
Focus Group Participants by Race*
* P a r t i c i p a n t s  w e r e  a l l o w e d  t o  s e l e c t  m u l t i p l e  r a c e s
100%  i-------- 8 8 %
90 %  —
8 0 %
7 0 %
6 0 %  —
5 0 %
4 0 %  - 
3 0 %









W hite Black or
A frican  
A m erican
A sian  Native Am erican
H aw  aiian or Indian or 
O ther Pacific A laska  Native 
Islander
O ther
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Seventeen percent of the focus group participants did not complete high school. Twenty-nine 
percent of the participants had their high school diploma or equivalent, 31% have completed 
some college, and 23% have completed four or more years of college.
Focus G roup P artic ip an ts ' 




□  < High schoo l
□  High schoo l or G E D
□  > 1 y e a r  of co llege
Fifty-one percent of the focus group participants have an annual household income (from all 
sources) of less than $25,000, with 16% having less than a $10,000 annual household income. 
Sixteen percent of participants have an annual household income of over $75,000. Of all the 
participants, only 47% are currently employed for wages (through an employer, or self). 
Fourteen percent have been out of work for at least a year, 10% are unable to work, and 23% 
are retired. Six percent are either homemakers or students.
Focus Group Participants by Income
20%
18%
Almost half of the focus group participants reported being limited in any activity by an 
impairment or health problem (46%). This high number is not surprising considering that the 
focus groups were made up of members of vulnerable populations from the community, 
included disabled residents, and chronically ill residents.
Eighty-eight percent of the focus group participants reported having at least one health care 
provider that they consider their personal doctor. This number is consistent with state BRFSS 
data from 2005-2007, where 89% of Manchester residents reported having one provider that 
they consider their personal doctor.1 Seventy-eight percent reported having at least one kind 
of health insurance.
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Participants with by Primary Care Provider 
and Insurance Coverage
Have at least one 
type of insurance 
coverage, 78%
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This rate of insurance is significantly lower than that of the Manchester residents sampled in 
the 2005-2007 BRFSS surveys, in which 88% reported that they had insurance.1 With the 
increasing unemployment rate and rising costs of health care coverage, it is not surprising that 
this rate of insured residents has decreased.
Among focus group participants, there is a significant correlation between income level and 
insurance coverage (p = .009). Focus group participants with higher levels of income have a 
higher rate of insurance coverage. This correlation is consistent with national data. The 
National Health Interview Survey data from 1997-2001 showed a trend of higher uninsurance 
rate as the poverty level of Americans increased: Twenty-eight percent of surveyed Americans 
under the age of 65 considered “poor”, 27% who were considered “near poor”, and only 9% 
of those considered “not poor” were uninsured.2
The most common reason why people did not have insurance was that it is too expensive 
(44%). Eighteen percent of participants who reported having no insurance (or a family 
member with no insurance) during the past twelve months reported that the reason was that 
their job didn’t offer any benefits, and another 18% reported that the reason was that they 
were unemployed.
Insurance S ta tu s of Focus Group Participants
S e l f  o r  f a m i l y  m e m b e r  
u n i n s u r e d  d u r in g  p a s t  
1 2  m o n t h s ,  4 0 %
C u r r e n t l y  u n i n s u r e d ,  
2 2 %
0 %  1 0 %  2 0 %  3 0 %  4 0 %  5 0 %
There was also a significant correlation between family insurance status and race. Statistical 
analysis shows that within the focus group participants, those who identified themselves as 
white had a higher rate of family insurance status (p = .007), and those who identified
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themselves as black or African American had a lower rate of insurance status (p = .011). 
Again, this correlation is consistent with national data. The National Health Interview Survey 
data from 2001 shows that white persons under the age of 65 had an uninsurance rate of 
13.5%, while black person in the same age category experienced an uninsurance rate of 
22.8%.2
Ke y  Le a d e r  In t e r v i e w  Me t h o d s  a n d  Sa m p l e  
D e v e l o p m e n t
Between March and May of 2009, the Community Health Institute (CHI) staff interviewed 
twenty-six key leaders from the Manchester Area who had been identified by their peers as 
being leaders who understood well the current and emerging issues of the city of Manchester 
and its surrounding towns. Six key leaders interviewed were specifically chosen to add insight 
on the issues of Manchester’s surrounding towns. Four leaders were interviewed specifically 
for their unique perspective as business leaders in the city. Over all, key leaders represented 
city and town government, the education system, the health delivery system, business, non­
profit social organizations, and police.
Key leaders were identified by the Data Committee based on their diverse knowledge of the 
community. Fourteen key leaders who work in Manchester based organizations were initially 
identified from the leader list from the 2004 Manchester Community Health Assessment. 
Before the interview was administered, all key leaders received a letter of introduction, a 
summary of the topics to be covered in the open-ended interview and the quantitative survey 
instrument.
Finally, one interview was also completed with four prominent business leaders over a 
working lunch arranged by the City of Manchester Department of Health. Due to time 
constraints of the business leaders, it was impossible to interview these persons separately. 
These leaders represented and provided input to the assessment from the perspective of both 
small and large business owners. For purposes of our analyses, 20 interviews were conducted 
although 24 persons were interviewed.
A standard script and protocol was used for conducting the interviews. Whenever possible, 
the interviews were conducted in-person (out of the 21 interviews, only five were conducted 
by phone). The key leader interviews were developed to obtain insight regarding leaderships’ 
vision for an ideal city, greatest needs facing the Manchester Health Service Area population 
today, and emerging issues of concern for the future. Additionally, specific questions were 
asked to capture more detailed information specific to the community’s ability to address 
CDC’s healthy community leading health indicators: physical activity, weight and nutrition; 
health risk behaviors; personal safety and violence; healthy environments; and health care 
availability and access. Finally, through administration of a final open-ended wrap up question 
we invited these key leaders an opportunity to speak about any other issues that they were 
facing regarding the city’s needs for health care/system improvement.
A standard paper pencil survey instrument was also completed by each key leader in an effort 
to summarize quantitatively his/her perspective on the Centers for Disease Control (CDC) 
leading health indicators of community health (healthy weight and nutrition, drug, alcohol, 
and tobacco usage, and health care availability). The survey ended with a question asking how 
the health of the community compares to five years ago, and a question which asked leaders 
how they would rate the health of the community today.
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The key leaders were aware of the community health assessment process and many of them 
have participated in similar interviews in the past, thus they seemed to be very comfortable 
and actively participated in this process. Although we attempted to modify all questions and 
survey data to reflect the position and perspective of the key leaders, some of the leaders 
found the focus of the health indicator questions confusing because they did not live in the 
city of Manchester or in the Health Service Area. In the Key Leaders Interview section we 
summarize the major themes of the interviews by question category.
Key Leader Title Agency Interviewer Date
Tim Soucy Director Manchester City Health 
Department
Dotty Bazos and 
Katie Robert
3/11/2009
Frank Guinta Mayor City o f Manchester Dotty Bazos 3/20/2009
Karen Burkush Assistant Superintendent Office o f the Superintendent of 
Schools
Dotty Bazos 3/23/2009
David Mara Chief o f Police Manchester Police Department Dotty Bazos 3/24/2009
Tom Blonski CEO Catholic Charities Dotty Bazos 3/24/2009
Maureen
Beauregard
CEO Families in Transition Dotty Bazos 3/30/2009
Doug Dean CEO Elliot Hospital Lea Ayers LaFave 4/8/2009
Alyson Pitman 
Giles
CEO Catholic Medical Center Lea Ayers LaFave 4/9/2009
Ed George President Manchester Community Health 
Center
Lea Ayers LaFave 4/9/2009
Patrick Tufts President/CEO United Way Martha Bradley 4/9/2009
Fred Rusczek Executive Director Child Health Services Lea Ayers LaFave 4/14/2009
Dr. Steve Paris Medical Director Dartmouth-Hitchcock
Manchester
Martha Bradley 4/14/2009




George Edwards High School Principal Town o f Bedford Dotty Bazos 5/28/2009
Carrie Rouleau- 
Cote
Health Officer Town o f Auburn Katie Robert 4/16/2009
Colleen Guardia Deputy Health Officer Town o f Deerfield Katie Robert 4/14/2009
Richard O'Brien Fire Chief Town o f Goffstown Katie Robert 4/16/2009
Peter Rowell Health Officer Town o f Hooksett Katie Robert 5/7/2009
Shannon Silver Health Inspector Town o f New Boston Katie Robert 4/29/2009
Business Leaders Lunch M eeting:
Cathy
Champagne
Owner Jutras Signs Dotty Bazos and 
Katie Robert
5/5/2009
Jeff Eisenberg President Manchester Monarchs
Ron Dupont Owner Red Oak Property Management
Michael Amthor HR Manager Sylvania
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In t e r v i e w  a n d  S u r v e y  Qu e s t i o n  D e v e l o p m e n t
The focus group and key leader interview scripts for the qualitative interviews were developed 
to capture similar information from both samples — focus groups and key leaders.
First, by asking three open-ended questions, we captured information on high level issues 
summarizing participants’ perceptions of current and emerging issues of the area’s population 
health and health services needs:
1.) Vision for an ideal city,
2 .) Perception of greatest needs facing the Manchester Health Service Area population 
today, and
3 .) Perception of emerging issues of concern.
Second, using fifteen specific questions we captured more detailed information regarding the 
participants’ perception of the community’s ability to address Healthy People 2010 
Community Health Indicators Report 3 : physical activity, weight and nutrition; health risk 
behaviors; personal safety and violence; healthy environments; and health care availability and 
access. These leading health indicator questions were also asked in the 2004 Manchester 
Community Health Assessment.
Third, through administration of a final open-ended wrap up question, we invited participants 
an opportunity to speak about any other issues that they face regarding their needs for health 
care/system improvement.
Quantitative data were also collected through a survey instrument developed by the CHI 
health assessment team. Two surveys were designed and administered to the two sample 
populations — focus groups and key leaders — before any discussion took place.
The final focus group and key leader survey instruments are similar but were modified to 
accommodate the perspectives from which these data were collected; i.e., those who receive 
services, versus those who provide services (see the Focus Group and Key Leader 
Quantitative Survey Instruments section). The Data Committee reviewed and approved the 
final scripts and survey questions and proposed methodology before administration of the 
assessment began.
The focus group survey instrument consisted of twenty-three questions administered to each 
participant as a paper and pencil survey at the beginning of each focus group. These questions 
captured participant demographic, health status, and health care access information (including 
questions on emergency department usage) as well as participant perceptions of leading health 
indicators of community health. In addition, the survey included standardized questions from 
the 2009 BRFSS in order to provide more detailed demographic and descriptive data of these
4persons.
The key leader survey instrument consisted of eighteen questions also administered as a 
paper-pencil survey instrument. Data collected from these surveys summarized leader 
perceptions of the Healthy People 2010 Community Health Indicators Report.
Both survey instruments concluded with questions asking about the participants’ perception 
of how the health of the community compares to five years ago, and how he/she would rate 
the health of the community today.
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Qu a l i t a t i v e  Da t a  A n a l y s e s  Me t h o d s
For each focus group, a note taker documented the major themes and points of each group 
interview. All focus group interviews were tape recorded. Notes from each interview were 
summarized and reviewed by the focus group leader and note taker for completeness. Tapes 
of the interviews were reviewed to fill in any missing data, thus resulting in a complete 
summary of each focus group meeting. Summary notes were written using a standard 
protocol so that they could be analyzed using NVIVO 8 statistical software program.
Key leader input was captured during each interview by an interviewer who took notes during 
the scheduled meeting. All interviews were completed as one-on-one meetings with the 
exception of the business leaders interview in which four leaders participated at one time (for 
analyses, n=1). Fifteen interviews were conducted in-person and five were conducted by 
phone. Interview notes were summarized and entered into a computer word document 
immediately after each interview session. These notes were captured in a consistent format 
and analyzed for key themes using NVIVO 8 statistical software. In an effort to limit 
interview bias as much as possible, CHI assigned (whenever possible) interviewers to key 
leaders whom they had not worked with in any close capacity during the past year.
Qu a n t i t a t i v e  Da t a  An a l y s e s  Me t h o d s
The quantitative survey data were collected at the beginning of each focus group and key 
leader interview were key-punched into two separate SPSS databases for descriptive analysis 
of the data.
It is important to note that focus group participants were not selected based on a random 
sample of the Manchester and surrounding communities’ populations, but instead were 
created to capture the needs of vulnerable populations within the community. Participants 
were recruited by health care providers, of whom the focus group participants were likely 
patients. If a participant did not respond to a question he/she was excluded from the analysis 
of that question. When all focus group participants responded to a question the total number 
of respondents was 109.
Seventeen key leaders completed surveys (70% response rate) which were also were 
completed and analyzed. If a participant did not respond to a question he/she was excluded 
from the analysis of that question.
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f o c u s  g r o u p  l o g is t ic s
R e c r u it in g  A g e n c i e s  a n d  F o c u s  G r o u p  T o t a l s
Recruiting Organization Focus Group Date Participants
Mental Health Center 
o f Greater Manchester Individuals with Mental Health Issues February 19th 14
Elliot Health System Individuals Dealing with Chronic Health Condition(s) March 10th 9
Easter Seals Individuals who are Elders March 12th 11
Child Health Services Individuals who are Teens March 12th 6
NH Minority Health Coalition Individuals who are Racial and Ethnic Minorities March 16 th 8
Manchester Community 
Health Center Individuals with no or limited access to care through insurance March 16th 11
Manchester Health Department Individuals who are East Side residents March 19 th 9
Easter Seals Individuals who are Military Veterans, Active Duty Members or Family Members March 23rd 6
Easter Seals Individuals who are Disabled March 25th 6
Dartmouth-Hitchcock Manchester Individuals who are caregivers o f young children 2 yrs to 12 yrs March 4th 6
Catholic Medical Center Pregnant Women or Women with Newborns March 4th 5
Catholic Medical Center Individuals who are new refugees - Bosnian/Bhutanese March 5th 8
Catholic Medical Center Individuals who are new refugees - Somali March 5th 6
Manchester Health Department Individuals who are West Side residents March 9th 10
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F o c u s  G r o u p  R e c r u i t i n g  A g e n c y  T a s k  L i s t
Agency’s  Responsibilities Due Date
Assign a staff person to coordinate the logistics o f recruiting focus group 
participants and act as the liaison with Community Health Institute (CHI).
Review the profile for the group(s) you were assigned.
Please note that y o u  are recruitingpeople who f i t  a particular profile from  the 
community not ju s t  from  the people y o u  serve. You can work with other groups/ agency 
to recruit people who f i t  the profile that y o u  were assigned.
The lead agency should meet or hold conference calls with coordinating 
agencies to define tasks. Lead agency to assign participant recruitment 
numbers to each coordinating agency.
Schedule a date for the focus group. Call Shasta at 
603-573-3312 to coordinate a date.
Reserve a meeting room for 10-12 people. The room should allow for 
conversation and discussion.
Recruit 10-12 people to participate in the focus group. You will need to 
identify and invite at least 20 people to get 10-12. (Refer to script & 
Participant Fact Sheet.)
Follow your agency’s protocol for collecting data, if  applicable.
Call Shasta 3 days before the focus group to report final participant 
numbers. This will help to determine the number o f gift cards to 
purchase.
Assist individual(s) with their personal logistics such as child care, 
transportation and translation.
Send each participant a copy of the focus group the Participant Fact Sheet.
Prepare list o f participants for facilitator.
Provide light refreshments at the focus group.
C o m m u n it y  H e a l t h  In s t i t u t e  T a s k  L i s t
Community Health Institute’s  Responsibilities Due Date
Provide each agency technical assistance to identify and recruit focus 
group participants.
On-going
Provide each agency instructions on who to recruit and assignments. Completed
Design strategy and scripts for qualitative data collection. Completed
Facilitate focus groups. TBD
Document and transcribe focus groups. On-going
Write summary report o f focus groups. April 2009
Buy $25 gift card for focus group participants to a store recommended by 
recruiter. TBD
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Fo c u s  Gr o u p  Pa r t i c i p a n t  Fa c t  S h e e t
T h is  f act  s h e e t  w a s  d istrib u ted  b y  th e  C B O s  t o  th e  f ocu s  g r o u p  p a rticip an ts  p ri or  t o  th e  
s c h e d u l e d  d i s c u s s i o n .
Thank you for agreeing to be part of the Manchester Sustainable Access Project’s Community Benefits 
Assessment. The Manchester Sustainable Access Project is conducting 13 focus groups in Manchester to 
help us understand what health care services people need in the Manchester area. We would like to hear 
about your experience getting and receiving health care for you or a family member in the Manchester 
area.
This fact sheet gives answers to frequently asked questions as well as more information about the 
upcoming focus group you will be involved in.
Common Questions about Focus Gro u ps :
What is a focus group?
A focus group is a structured discussion with a leader. We will ask the group specific questions and each 
person will have a chance to share his or her experience getting health care services in Manchester.
How is the information used?
You will not be identified in any of the reports that are written. Your comments and experiences may be 
shared in the reports, but your identity will be kept private. The report will be a summary of common 
themes that we hear in the groups.
Why are you doing a focus group?
State law requires that any agency receiving grant funding of more than $100,000 must conduct an 
assessment for their community every three years to determine the extent to which the community 
benefits from their services. The Community Health Institute has been hired by the Manchester 
Sustainable Access Project through funding from Catholic Medical Center, Elliot Health System and 
Dartmouth Hitchcock Medical Center to provide these focus groups.
What should I bring?
You do not need to bring anything to this focus group meeting. Just come and share your honest 
thoughts during the discussion.
How long is the focus group meeting?
The focus group will last for 1 % - 2 hours.
Can I bring my children?
You cannot bring your children. If you need help with childcare, please let us know before the meeting. 
Will I get paid to attend the group?
You will get a gift card for $25.oo to a local store at the end of the focus group meeting.
Who do I call with questions?
Insert recruiter’s name and contact information.
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Will there be food?
Yes, we will serve light refreshments.
Is there help with transportation?
Yes, please let us know of your need for transportation assistance.
Is there help with translation?
Yes, please let us know of your need for translation assistance.
F o c u s  G r o u p  D e t a i l s :
Date: Fill in date o f  focus group
Location: Fill in location o f  focus group
Time: Fill in time o f  focu s group
Contact Person: Provide recruiter contact information
Directions: Give directions to focu s group location
If you need help with 
childcare, transportation or 
translation, please call:
Provide recruiter contact information
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Fo c u s  Gr o u p  Sc r i p t
T h i s  s c r i p t  w a s  f o l l o w e d  b y  t h e  f o c u s  g r o u p  f a c i l i t a t o r ,  a  C H I  t e a m  m e m b e r ,  d u r i n g  
e a c h  f o c u s  g r o u p .
Thank you for taking the time to meet with us today.
Before we begin we’d like you to complete this survey. It is an anonymous survey so DO 
NOT write your name on it. Once you are finished, hold on to the survey because you may 
want to refer back to it during our discussion. I will collect the surveys at the end of our 
discussion.
To capture your feedback, we will record the conversation using both a digital recorder and 
hand written notes. This is done so that we can be sure that the information you provide is 
captured correctly. Are there any objections to recording the discussion?
Introduction & Ground Ru l e s :
• Hello and welcome to our discussion, or focus group, today. Thank you for taking the 
time to participate. I will keep the meeting to 2 hours so that we finish
by___________ . You should also feel free to get up and stretch, go to the bathroom,
or help yourself to refreshments.
• My name is XX. I will act as the moderator for today’s discussion. This is my co­
worker XX. She is here to take notes of the discussion and keep track o f  time. You can 
also get her attention if you need her assistance for any reason during the group. We 
are both with the Community Health Institute, which is located in Bow, NH. CHI is a 
public health consulting agency.
• We are taping this session so we can remember the important points of our 
discussion when we write the report. This is done so that we can be sure that the 
information you provide is captured correctly. No names or identifying information 
will be transcribed from the tape or used in any report. I s  i t  o k a y  t h a t  w e  t a p e  t h i s  
g r o u p ?
• Every few years your community charitable trusts are asked to reach out to 
community members to find out how they can help improve the health and well­
being of the community. Information from this focus group will be used by local 
organizations; including both hospitals and Dartmouth- Hitchcock to develop action 
plans to meet your needs.
• My role is to make sure that we stay focused on the topic, that all the questions are 
touched on as fully as possible within the time frame and that everyone gets a chance 
to participate and express his or her opinion. We are here to learn about your 
experience. I know you all have a lot of information and personal experience to offer, 
but I may have to jump in to keep us on track and time.
• As participants, your role is to give your ideas, and share your experiences related to 
my questions and to the comments made by other members of the group. I will ask 
general questions, and ask for your opinions and ideas. Please remember that there
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are no right or wrong answers. Everything you tell us is important. It is important 
that you speak loudly and clearly, and that one person speaks at a time.
• Finally, what we discuss in this group remains private. We will not share what you said
with others. Your remarks will be incorporated into a summary report (with other 
peoples’ remarks) where we capture major themes and patterns. We will not link what 
you say with who you are. We ask all of you all as members of this discussion to 
honor the privacy by not sharing what is said with others outside this group.
First, we would like to start by asking you a few general questions about you and your 
community. 
What is the single most important issue facing you and your family?
• If reluctant, broaden scope of question by asking biggest concern among families in 
your community right now?
What do you believe makes a community the best place to live?
• List three things that could contribute to an ideal community.
• What does your ideal community look like?
If you could talk to the Mayor about one new or emerging health and safety issue in 
your community, what would it be?
Now we would like to ask you some questions about some of the things we asked about on 
the survey.
(Facilitator, refocus discussion to the leading indicators o f  health)
Physical Activity, Weight and N utrition - Regular physical activities, healthy weight, 
good nutrition, childhood obesity
When you think about________________________ , have you seen anything new or
different being done in your community in the past five years?
• Are there any new or different services or resources available to you or your family 
that were or were not available five years ago?
• What do you think your community could do better about ?
Health Risk Behaviors —These are behaviors that could impact your health such as 
tobacco, drug and alcohol use, sexual behavior
When you think about________________________ , have you seen anything new or
different being done in your community in the past five years?
• Are there any new or different services or resources available to you or your family 
that were or were not available five years ago?
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• What do you think your community could do better about
P e r s o n a l  S a f e t y  a n d  V i o l e n c e  -  Safety, violence, family violence
When you think about________________________ , have you seen anything new or
different being done in your community in the past five years?
• Are there any new or different services or resources available to you or your family 
that were not available five years ago?
What do you think your community could do better about___________ ?
H e a l t h y  E n v i r o n m e n t s  -  Physical environment, lead paint, air and water quality
When you think about________________________ , have you seen anything new or
different being done in your community in the past five years?
• Are there any new or different services or resources available to you or your family 
that were or were not available five years ago?
What do you think your community could do better about ?
H e a l t h  C a r e  A v a i l a b i l i t y  — Regular or routine care and appointments, lab work or 
diagnostic services, medical care (including prevention services like immunizations, 
mammograms, colorectal screening, mental health and dental care services and other 
specialty services such as the use of the emergency room)
After all we have talked about today; we now want to talk about health care availability. We 
would like to spend the next % hour looking at the issues you face with cost, quality and 
access of health care.
When you think about________________________ , have you seen anything new or
different being done in your community in the past five years?
• Are there any new or different services or resources available to you or your family 
that were or were not available five years ago?
Prompts:
• Have you seen a change in getting a doctor’s appointment? Cost? Quality?
• Can you get appointments that work for you? Has anything changed in you getting an 
appointment?
• What is better or worse in the last 5 years?
What do you think your community could do better about___________ ?
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Additional Questions
• We know a lot of people in Manchester use the ER for regular medical care and we 
are trying to find out why?
Think about the last time you or a family went to the ER (or someone you know). 
Did you try to see or talk to your primary care doctor first?
What made you decide to use the ER instead of going through a doctor’s office? 
Prompts:
• Was it a life threatening emergency?
• The doctor or the answering service takes to long to return a call?
• Went in an ambulance?
• Do not have a doctor?
• After hours.. .did not think to call?
• Did do not know the number
• Instructed to go to the ER by doctor?
Health Care Access - Transportation, interpretation services
When you think about________________________ , have you seen anything new or
different being done in your community in the past five years?
• Are there any new or different services or resources available to you or your family 
that were or were not available five years ago?
What do you think your community could do better about__________?
We have just one more question to ask before we wrap things up.
Are there other concerns about the health care system or your own health care that 
you feel are being overlooked?
• Beyond that we already discussed, are there specific things you need that are not 
available or easy to get in your community.
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k e y  l e a d e r  in t e r v ie w s
K e y  L e a d e r  In t e r v ie w  S c h e d u l e
Key Leader Title Agency Interviewer Date
Tim Soucy Director
Manchester City Health 
Department
Dotty Bazos and 
Katie Robert 3/11/2009




Office of the 
Superintendent of 
Schools Dotty Bazos 3/23/2009
David Mara Chief of Police
Manchester Police 
Department Dotty Bazos 3/24/2009
Tom Blonski CEO Catholic Charities Dotty Bazos 3/24/2009
Maureen Beauregard CEO Families in Transition Dotty Bazos 3/30/2009
Doug Dean CEO Elliot Hospital Lea Ayers LaFave 4/8/2009
Alyson Pitman Giles CEO Catholic Medical Center Lea Ayers LaFave 4/9/2009
Ed George President
Manchester Community 
Health Center Lea Ayers LaFave 4/9/2009
Patrick Tufts President/CEO United Way Martha Bradley 4/9/2009
Fred Rusczek Executive Director Child Health Services Lea Ayers LaFave 4/14/2009
Dr. Steve Paris Medical Director
Dartmouth-Hitchcock
Manchester Martha Bradley 4/14/2009
Peter Janelle President/CEO
Greater Manchester 
Mental Health Center Martha Bradley 4/14/2009
B u sin ess  L ead ers
Cathy Champagne Owner Jutras Signs
Dotty Bazos and 
Katie Robert 5/5/2009
Jeff Eisenberg President Manchester Monarchs
Dotty Bazos and 
Katie Robert 5/5/2009
Ron Dupont Owner
Red Oak Property 
Management
Dotty Bazos and 
Katie Robert 5/5/2009
Michael Amthor HR Manager Sylvania
Dotty Bazos and 
Katie Robert 5/5/2009
S u rro u n d in g  T o w n  L ead ers
Carrie Rouleau-Cote* Health Officer Town of Auburn Katie Robert 4/16/2009
George Edwards
High School 
Principal Town of Bedford Dotty Bazos 5/28/2009
Colleen Guardia*
Deputy Health 
Officer Town of Deerfield Katie Robert 4/14/2009
Richard O'Brien* Fire Chief Town of Goffstown Katie Robert 4/16/2009
Peter Rowell* Health Officer Town of Hooksett Katie Robert 5/7/2009
Shannon Silver* Health Inspector Town of New Boston Katie Robert 4/29/2009
* Denotes phone interview
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S a m p l e  K e y  L e a d e r  I n f o r m a t io n a l  L e t t e r
T h i s  l e t t e r  w a s  s e n t  t o  t h e  k e y  l e a d e r s  p r i o r  t o  t h e i r  s c h e d u l e d  i n t e r v i e w ,  a l o n g  w i t h  a  
c o p y  o f  t h e  q u e s t i o n s  t h e  i n t e r v i e w e r  w o u l d  b e  a s k i n g .
Dear XX,
The Community Health Institute has been asked by the Data Committee of the Manchester 
Sustainable Access Project (MSAP) to help complete the 2009 Manchester Community Health 
Assessment. Every few years, as part of the Community Benefits Law, community charitable 
trusts are asked to reach out to key informants to learn about health concerns in the local area. In 
Manchester, several charitable trusts have joined together under the umbrella of MSAP to jointly 
develop this assessment. As part of this effort, Lea or I will interview fifteen key leaders from the 
Manchester area to obtain their input on the health of the population of Manchester and its 
surrounding towns.
Thank you for agreeing to participate in this important effort. In preparation for our interview I 
am sending you the following: (a) a paper survey which you can complete before the interview, 
and (b) the interview questions that we will focus on. You may refer to the paper survey during 
our discussion and then I shall take it with me and include your scores in the survey database.
The survey questions ask you to rate how well you think your community addresses indicators 
identified by Healthy People 2010 as being important to community health. A similar survey was 
used in the Manchester 2004 community assessment. Thus, these data may help us better 
understand the Manchester area and how it is changing overtime. In our interview we will address 
these 2010 indicators in more depth and then talk specifically about issues of health care access.
As a reminder, please note that your remarks and survey responses will be incorporated into a 
summary report (with other peoples’ remarks) where we capture major themes and patterns. 
Thus, what we discuss during this interview will not be linked back to you or to your position. 
The interview will take about one hour.
Thank you in advance for your time and support of this effort.
Sincerely,
Community Health Institute Staff
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S a m p l e  B u s in e s s  L e a d e r  S o l ic it a t io n  L e t t e r
T h i s  i n v i t a t i o n  w a s  s e n t  t o  b u s i n e s s  l e a d e r s ,  r e q u e s t i n g  t h e i r  p a r t i c i p a t i o n  i n  t h e  g r o u p  
i n t e r v i e w .
Dear XX,
The Manchester Health Department would like to invite you to join us in a discussion on the 
health and health care needs of the Manchester community. This focus group meeting of leaders 
from both small and large local businesses will be held either on May 5th or May 6th from 11:30 
a.m.-1:00 p.m., depending on participant availability. Katie Robert, from the Community Health 
Institute (573-3331), will follow-up with you to confirm your interest and availability to attend 
this important luncheon.
The Manchester Health Department is currently working with the Manchester Sustainable Access 
Project (MSAP) data committee to complete a Community Health Assessment of Manchester 
and its surrounding towns. MSAP is an initiative of the Healthy Manchester Leadership Council, 
and brings Manchester’s health care providers together to work to decrease economic barriers 
and expand access to primary care services in Manchester.
This Community Health Assessment (CHA) must be completed every five years according to 
state law, and is used to assist charitable trusts in completing their Community Benefits Report, 
due annually to the Office of Charitable Trusts. This year, several charitable trusts in Manchester 
have joined under the umbrella of MSAP to fund this assessment which includes an analysis of 
public health and health care data by the Manchester Health Department and interviews with 
community residents and leaders, including business leaders.
A healthy workforce is an integral part of a healthy community. Thus, we are very interested in 
your perspective as business leaders on health and health care as we complete this assessment. 
With the rising cost of health care and a declining economy we understand that employers are 
faced with very difficult decisions every day, which will affect the ability of Manchester residents 
to meet their health and health care needs.
I have included a summary of the questions we will discuss at the meeting and Katie Robert will 
call you shortly to confirm your interest and ability to attend the luncheon.
Sincerely,
Timothy M. Soucy, MPH 
Public Health Director
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Ke y  Le a d e r  In t e r v i e w  Sc r i p t
T h i s  s c r i p t  w a s  f o l l o w e d  b y  t h e  k e y  l e a d e r  i n t e r v i e w e r s  d u r i n g  e a c h  k e y  l e a d e r  i n t e r v i e w .
My name i s _________and I work at the Community Health Institute. I have been asked by the
Data Committee of the MSAP project to help them with their community health assessment. 
Every few years your community charitable trusts are asked to reach out to community members 
and key informants to find out how they can help improve the health and well-being of the 
community. Information from this focus group will be used by local organizations; including both 
hospitals and Dartmouth- Hitchcock to develop action plans to meet your needs.
As part of this assessment I am interviewing 15 key leaders from the Manchester area to obtain 
their input on the health of the population of Manchester and the surrounding towns.
Thank you for taking the time to meet with me today. I will keep this interview to one hour so we 
will finish b y ______________.
The interview has two parts — a quick written survey that I will ask you to complete and then a 
discussion.
The survey is focused on community health indicators. A similar survey was used in the 2004 
community assessment, thus these data may help us better understand the Manchester area and 
how it is changing overtime.
One you complete the survey you may refer to it during our discussion and then I shall take it 
with me and include it your scores in the database.
I just want to remind you that everything we discuss here will remain private. We will not share 
what you said with others. Your remarks will be incorporated into a summary report (with other 
peoples’ remarks) where we capture major themes and patterns. We will not link what you say 
with who you are.
First I would like to start by asking you a few general questions about your community.
What is the single most important issue facing your community?
• If reluctant, broaden scope of question by asking biggest concern among families in your 
community right now?
What do you believe makes a community the best place to live?
• List three things that could contribute to an ideal community
• What does your ideal community look like?
If you could talk to the Mayor about one new or emerging health and safety issue in your 
community, what would it be?
A p p e n d i c e s : B e l i e v e  i n  a  H e a l t h y  C o m m u n i t y 4 0
Now I want to talk to you about some of the leading health indicators that were the focus of the 
survey:
P h y s i c a l  A c t i v i t y ,  W e i g h t  a n d  N u t r i t i o n  -  Regular physical activities, healthy weight, 
good nutrition, childhood obesity
When you think about________________________ , have you seen anything new or
different being done in your community in the past five years?
• Are there any new or different services or resources available to you or your family that 
were or were not available five years ago?
What do you think your community could do better about ?
H e a l t h  R i s k  B e h a v i o r s  —These are behaviors that could impact your health such as 
tobacco, drug and alcohol use, sexual behavior
When you think about________________________ , have you seen anything new or
different being done in your community in the past five years?
• Are there any new or different services or resources available to you or your family that 
were or were not available five years ago?
What do you think your community could do better about___________ ?
P e r s o n a l  S a f e t y  a n d  V i o l e n c e  -  Safety, violence, family violence
When you think about________________________ , have you seen anything new or
different being done in your community in the past five years?
• Are there any new or different services or resources available to you or your family that 
were not available five years ago?
What do you think your community could do better about___________ ?
H e a l t h y  E n v i r o n m e n t s  -  Physical environment, lead paint, air and water quality
When you think about________________________ , have you seen anything new or
different being done in your community in the past five years?
• Are there any new or different services or resources available to you or your family that 
were or were not available five years ago?
What do you think your community could do better about ?
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Now I would like to shift gears and would like you to talk about the health care system in the 
community particularly about healthcare quality, access and cost.
Health Care Availability — Regular or routine care and appointments, lab work or 
diagnostic services, medical care (including prevention services like immunizations, 
mammograms, colorectal screening, mental health and dental care services and other 
specialty services such as the use of the emergency room)
When you think about________________________ , have you seen anything new or
different being done in your community in the past five years?
• Are there any new or different services or resources available to you or your family that 
were or were not available five years ago?
What do you think your community could do better about___________ ?
Health Care Access - Transportation, interpretation services
When you think about________________________ , have you seen anything new or
different being done in your community in the past five years?
• Are there any new or different services or resources available to you or your family that 
were or were not available five years ago?
What do you think your community could do better about__________?
I have just one more question to ask before we wrap things up.
Are there other concerns about the health care system or your own health care that you 
feel we have not yet talked about that you would like to discuss?
• Beyond that we already discussed, are there specific things you need that are not available 
or easy to get in your community?
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Fo c u s  Gr o u p  a n d  Ke y  Le a d e r  Qu a n t i t a t i v e  Su r v e y  
In s t r u m e n t s
Focus Group Quantitative S urvey
Thank you for taking the time to meet with us today. We are conducting a community needs 
assessment to learn more about health concerns in Manchester and the surrounding area.
This survey includes questions about you and your health, the area in which you live and the 
health care you may need.
Do not write your name on this survey. The information you give us is confidential and 
will only be used in combination with other participants’ answers. You can skip any questions 
you do not feel comfortable answering.
Once you are finished completing the survey please hold on to it until you are asked to hand 
it in to the facilitator.
First, we would like to ask you some questions about yourself.
1. What is your current zip 
code? (5-disit zip code)
2. In what town do you 
currently live? (town)
3. What is your gender? Q Female Q Male OOther
4. What is your age? years old
5. Are you Hispanic or 
Latino? □  Yes □  No
6. Which one or more of 
the following would you 
say is your race?
□  White
Q Black or African American 
Q Asian
(Check all that apply) □  Native Hawaiian or Other Pacific Islander 
Q American Indian or Alaska Native 
Q Other
7. What is the highest 
grade or year of school 
you completed?
□  Never attended school or only attended 
kindergarten
□  Grades 1 through 8 (Elementary)
(Check one) □  Grades 9 through 11 (Some high school)
□  Grade 12 or GED (High school graduate)
□  College 1 year to 3 years (Some college or technical 
school)
□  College 4 years or more (College graduate)
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I s  y o u r  a n n u a l  
h o u s e h o ld  in c o m e  fro m  
a l l  s o u r c e s . . . ?
(C h e c k  o n e )
□ Less than $10,000
□ Less than $15,000 ($10,000 to less than $15,000)
□ Less than $20,000 ($15,000 to less than $20,000)
□ Less than $25,000 ($20,000 to less than $25,000)
□ Less than $35,000 ($25,000 to less than $35,000)
□ Less than $50,000 ($35,000 to less than $50,000)
□ Less than $75,000 ($50,000 to less than $75,000)
□ $75,000 or more
9. A re  y o u  c u r r e n t l y . ?  
(C h e c k  o n e )
□  Employed for wages
□  Self-employed
Q Out of work for more than 
Q Out of work for less than 1
□  A Homemaker
□  A Student
□  Retired
□  Unable to work
1 year 
year
10. H o w  w o u ld  y o u  r a te  
y o u r  h e a l t h  in  g e n e r a l  
n o w ?
□  Excellent




11. A re  y o u  l im it e d  in  a n y  
w a y  in  A N Y  a c t iv i t ie s  
b e c a u s e  o f  a n  
im p a ir m e n t  o r  h e a l th  
p ro b le m ?
□  Yes □  No
12. D o  y o u  h a v e  o n e  p e r s o n  
y o u  th in k  o f  a s  y o u r  
p e r s o n a l  d o c to r  o r h e a l th  
c a r e  p ro v id e r?
Q  Yes, only one 
Q  More than one 
□  No
13. W a s  th e r e  a  t im e  in  th e Q  Yes, only one
p a s t  12 m o n th s  w h e n  y o u Q  More than one
n e e d e d  to  s e e  a  d o c to r
b u t  c o u ld  n o t b e c a u s e  o f □  No
c o s t?
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14. Do you have any kind of Q Yes, only one
health care coverage, Q More than one
including health
□  Noinsurance, prepaid plans
such as HMOs, or
government plans such
as Medicare?
15. In the past 12 months,
have you or a family □  Yes □  Nomember been
uninsured?
16. If yes, what is the main □  It is too expensive
reason you didn’t have or □  Your job doesn’t offer benefits
currently don’t have
health insurance? □  You are or were between jobs or unemployed
□  You were refused coverage because of a
(Check one) pre-existing condition
17. □  You don’t know how to get coverage
□  You don’t need insurance
□  Some other reason (Please specify:
)
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18. D u r in g  th e  p a s t  12
m o n th s , w h a t  p ro b le m s , 
i f  a n y ,  h a v e  y o u  
e x p e r ie n c e d  g e t t in g  
h e a l th  c a r e  in  th e  a r e a ?
(C h e c k  a l l  th a t  a p p ly )
□  No problems getting health care
□  Difficult to get transportation
Q Difficult to get someone to take care of children
□  Lack of services that are at a convenient time
□  Long time to be seen at clinic or doctor’s 
office/waiting time
Q Can’t get off from work
Q No insurance
□  Do not understand medical directions 
Q Different culture
Q Lack of sensitivity among health care providers
□  Lack of sensitivity among staff
Q Difficulties in making appointments
□  Language barrier with physician
□  No translator
Q Don’t know where to get health care 
Q Lack of trust in the health care system
□  Can’t afford medications
□  Can’t afford to visit clinic/doctor
□  Could not find a doctor accepting new patients
□  Some other reason (Please specify:________
-)_________
19. H o w  m a n y  t im e s  h a v e  
y o u  o r so m e o n e  in  y o u r  
h o u s e h o ld  b e e n  to  a  
h o s p i t a l  e m e r g e n c y  
ro o m  in  th e  p a s t  y e a r ?
times in past year
20 . T h in k  a b o u t  th e  la s t  
t im e  y o u  o r a  f a m ily  
m e m b e r  w e n t  to  a  
h o s p i t a l  e m e r g e n c y  
ro o m . B e fo re  y o u  w e n t , 
d id  y o u  c o n s id e r  s e e in g  
a  d o c to r  in  h is  o r h e r  
o ff ic e  for th a t  p ro b le m ?
21.
□  Yes □  No
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22. Please rate how 




Excellent VeryGood Good Fair Poor
Don’t
know
a. Promotes regular 
physical activity □ □ □ □ □ □
b. Promotes healthy 
weight and good 
nutrition
□ □ □ □ □ □
c. Prevents
childhood obesity □ □ □ □ □ □
d. Prevents and 
reduces tobacco 
use
□ □ □ □ □ □
e. Prevents and 
reduces alcohol 
use
□ □ □ □ □ □
f. Prevents and 




□ □ □ □ □ □
h. Promotes mental 
health and well­
being
□ □ □ □ □ □
i. Promotes safety 
and reduce 
violence
□ □ □ □ □ □
j. Promotes healthy 
environments □ □ □ □ □ □




□ □ □ □ □ □
l. Makes available 
quality health care □ □ □ □ □ □
m. Makes available 
quality dental care □ □ □ □ □ □
n. Makes available 
services for the 
developmentally 
disabled
□ □ □ □ □ □
o. Provides access to 
transportation for 
health care and
□ □ □ □ □ □






services for non- 
English speakers
□ □ □ □ □ □
23. In your opinion, how 
would you rate the 
health of your 
community in general 
now?
□  Excellent




24. Do you feel that the □  Better
health of your □  About the same
community is better,
about the same, or □  Worse
worse than 5 years ago? □  Did not live in Manchester area 5 years ago
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Key Leader Quantitative S urvey
Thank you for taking the time to meet with me today. I am conducting a community needs 
assessment to learn more about health concerns in Manchester and the surrounding area.
This quick survey focuses on how you rate indicators identified by HP2010 as being 
important to community health. In our interview we will address these indicators in more 
depth.
Do not write your name on this survey. The information you give us is confidential and 
will only be used in combination with other participants’ answers. You can skip any questions 
you do not feel comfortable answering.
1. Please rate how well 
you think your 
community does the 
following?
Excellent VeryGood Good Fair Poor
Don’t
know
a. Promotes regular 
physical activity
□ □ □ □ □ □
b. Promotes healthy 
weight and good 
nutrition
□ □ □ □ □ □
c. Prevents childhood 
obesity □ □ □ □ □ □
d. Prevents and reduces 
tobacco use
□ □ □ □ □ □
e. Prevents and reduces 
alcohol use □ □ □ □ □ □
f. Prevents and reduces 
drug use
□ □ □ □ □ □
g. Promotes responsible 
sexual behavior
□ □ □ □ □ □
h. Promotes mental health 
and well-being
□ □ □ □ □ □
i. Promotes safety and 
reduce violence
□ □ □ □ □ □
j. Promotes healthy 
environments □ □ □ □ □ □
k. Prevents infectious 
disease through 
immunization for all 
age groups
□ □ □ □ □ □
l. Makes available quality 
health care
□ □ □ □ □ □
m. Makes available quality 
dental care □ □ □ □ □ □
n. Makes available 
services for the
□ □ □ □ □ □
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developmentally
disabled
o. Provides access to 
transportation for 
health care and 
resources throughout 
the community
□ □ □ □ □ □
p. Provides interpretation 
services for non- 
English speakers
□ □ □ □ □ □
2 . In  y o u r  o p in io n , h o w  
w o u ld  y o u  r a te  th e  h e a l th  
o f  y o u r  c o m m u n i t y  in  
g e n e r a l  n o w ?
□  Excellent




D o  y o u  fe e l  th a t  th e  
h e a l th  o f  y o u r  c o m m u n i t y  
i s  b e t t e r ,  a b o u t  th e  s a m e , 
o r w o rs e  th a n  5 y e a r s
a g ° ? _______________________
□  Better
□  About the same
□  Worse
□  Did not work in Manchester area 5 years ago
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a p p e n d i x  t h r e e : 
h e a l t h y  Ma n c h e s t e r  
l e a d e r s h i p  c o u n c i l  m e m b e r s h i p
Germano Martins Sue Larman
Community Relations Manager VP, Visiting Nursing Association
NHDHHS 1850 Elm Street
195 McGregor St. Suite 110 Manchester NH 03104
Manchester NH 03102 Phone: 663-4000
Phone: 668-2330 x445 Fax: 663-4070
Fax: 668-5442 Email: SLarman@Elliot-HS.org
Email: gmartins@dhhs.state.nh.us Thastings@elliot-hs.org
Martin (Marty) Boldin, LICSW, LADC, Director Patrick M. Tufts, MSW
Office of Youth Services President & CEO
1528 Elm Street Heritage United Way, Inc.
Manchester, NH 03101 228 Maple Street, 4th Floor
Phone: 624-6470 Manchester, NH 03103
Fax: 628-6285 Phone: 603.625.6939 ext. 11
Email: mboldin@manchesternh.gov Fax: 603.627.6057
patrick.tufts@heritageunitedway.org
Timothy Soucy, MPH, REHS
Public Health Director Representative from the
Manchester Health Department Manchester School Department
1528 Elm St. 196 Bridge Street
Manchester NH 03101 Manchester NH 03104
Phone: 624-6466 Phone: 624-6300
Fax: 628-6004 Fax: 624-6337
Email: tsoucy@ci.manchester.nh.us
Sam Maranto
Ed George, CEO Community Improvement Program
Manchester Community Health Center City of Manchester Planning Dept.
1415 Elm Street One City Hall Plaza
Manchester NH 03101 Manchester NH 03101
Phone: 626-9500, x9513 Phone: 624-6530
Fax: 626-0899 Fax: 624-6529
Email: egeorge@mchc-nh.org Email: smaranto@ci.manchester.nh.us
Sgt. Scott Fuller Paul Mertzic, Director
Community Policing Division Community Health and Wellness
Manchester Police Department Catholic Medical Center
351 Chestnut Street 195 McGregor Street 3rd fl
Manchester NH 03101 Manchester NH 03102
Phone: 668-8711 Phone: 663-8709
Fax: 668-8941 Fax: 663-8766
Email: sfuller@manchesternh.gov Beeper: 639-4718
Email: pmertzic@cmc-nh.org
Glinda Allen
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NH Minority Health Coalition 
PO Box 3992 




Anna Thomas, MPH 
Deputy Public Health Director 
Manchester Health Department 
1528 Elm St.
Manchester, NH 03101 
Phone: 624-6466 ext. 341 
Fax: 628-6004
Email: athomas@ci.manchester.nh.us









Child & Family Services
99 Hanover Street 




Dr. Steve Paris 
Medical Director 
Dartmouth-Hitchcock
100 Hitchcock Way 





Chief of Community Relations 
and Development 
Mental Health Center of 
Greater Manchester 
401 Cypress Street 




Dr. Lisa Dibrigida 
Janet Clark 
Child Health Services 
1245 Elm St.




Robin Comstock, President and CEO





Laurie Forlano, MD 
Medical Director 
Manchester Health Department 
1528 Elm Street 











Kelley Hobbs, MA, CPS 
Associate Director 
Makin It Happen Coalition 
27 Lowell St., Suite 502 
Manchester NH 03101 
Phone: 622-6116 
Email: tym@makinithappen.org
Brother Paul Crawford, OFM, Cap., MSW 
Outreach Coordinator 
NH Catholic Charities 
325 Franklin St.
Manchester NH 03101 
Phone: 603-624-4717 ext. 15 
Fax: 603-624-4736 
Email: pcrawford@nh-cc.org
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Dr. Susan Langlois, D.P.E.
Assistant Dean/Campus Director 
Springfield College 
School of Human Services 
500 Commerical Street 





Frederick Rusczek, Emeritus 
Child Health Services 
1245 Elm St.
Manchester, NH 03101 
Phone: 668-6629
Email: Frusczek@childhealthservices.org
Amy Dumont, RN, MSN, CCRN







VP, Senior Services and Seniors Count 
Easter Seals NH 
555 Auburn St.
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a p p e n d i x  f o u r : 
Ma n c h e s t e r  a r e a  h e a l t h  c a r e  
p r o v i d e r  p r o f i l e s
100 McGregor Street 
Manchester, NH 03102 
(603) 668-3545
www.catholicmedicalcenter.org
C A T H O L IC
Medical
C E N T E R
m i s s i o n
The heart o f Catholic Medical Center is to provide health, healing and hope to all. We offer innovative, quality 
health care in a compassionate environment, built on trust and respect.
h i s t o r y
In 1892, the Sisters o f Mercy opened Sacred Heart Hospital. Two years later, the Sisters o f Charity o f St. 
Hyacinthe opened Notre Dame Hospital, accommodating 30 beds. By 1956, Sacred Heart grew to 
accommodate 150 beds, and its services expanded to include Our Lady of Perpetual Help Maternity Hospital. 
At the same time, Notre Dame had grown to 114 beds and, in 1974, Notre Dame and Sacred Heart merged 
to form Catholic Medical Center.
d e s c r i p t i o n
Today, Catholic Medical Center is a 330-bed full-service healthcare facility dedicated to providing health, 
healing and hope to all. Catholic Medical Center offers full medical-surgical care with more than 25 
subspecialties, comprehensive orthopedic care, inpatient and outpatient rehabilitation services, a 24-hour 
emergency department, inpatient and outpatient psychiatric services, and diagnostic imaging. It is the home of 
the Poisson Dental Facility, a Healthcare for the Homeless Project, the Parish Nurse Program, and the new 
Westside Neighborhood Health Center.
Catholic Medical Center is also home to the nationally recognized New England Heart Institute (NEHI), 
which provides a full-range of cardiac services, and is a pioneer in offering innovative surgical procedures.
The Institute is also a national center for advanced clinical trials and cardiovascular rehabilitation and wellness 
education to help patients recover in a multi-step program of exercise, education, risk factor management and 
the development o f healthy lifestyles. Other community hospitals in the NEHI Network o f hospitals include 
Monadnock, Huggins, Androsscogin Valley, Speare Memorial, and St. Joseph's.
s e r v i c e  a r e a
Catholic Medical Center’s primary service area includes Allenstown, Auburn, Bedford, Candia, Deerfield, 
Dunbarton, Goffstown, Hooksett, Manchester and New Boston.
t o t a l  d i s c h a r g e s
Unduplicated patients 2006-2008 — 32,811
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Child Health Services 
1245 Elm Street 
Manchester, NH 03101 
(603) 668-6629 
Special Medical Programs 
(603) 606-5456 
Teen Health Clinic 
(603) 629-9707
www.childhealthservices.org
m i s s i o n
Child Health Services is dedicated to improving the health and well being of children from low income 
families in the Greater Manchester area. A fully integrated system of bio-psychosocial health care, social 
services and nutrition services, CHS is a medical home delivering specialized care that is adapted to the 
physical and psychosocial needs of children. The interventions prescribed and promoted by CHS are designed 
to help children and their families function to their full capacity.
The mission of our Teen Health Clinic is to serve the unique needs o f adolescents. Using the same 
comprehensive model as Child Health Services, the Teen Health Clinic enables hundreds of children in 
Manchester to access services and the larger health care system.
Child Health Services is also home to four programs focused on meeting the special health care needs of 
children and youth. Supported by Special Medical Services, New Hampshire's Title V  Program, 1,400 
children and adolescents receive services through our Child Development and Neuromotor Clinics, and our 
statewide Nutrition and Community Based Care Coordination programs.
h i s t o r y
Founded in 1980, Child Health Services is dedicated to providing comprehensive medical care, social support 
services and nutrition consultation to more than 2,000 infants, children and adolescents from low-income 
families in the Greater Manchester area.
d e s c r i p t i o n
The primary goal o f Child Health Services is that all children served will be functioning to their full capacity- 
physically and psychosocially-and that their families will be able to find and use support services effectively. 
Using a trans-disciplinary approach, our model relies on quality medical care that is delivered within a social 
support system to promote parent strengths. With a staff o f pediatricians, nurse practitioners, nurses, social 
workers and nutritionists, Child Health Services provides a "medical home" to a population of children that 
may not otherwise have access to our health care system.
s e r v i c e  a r e a
Child Health Service’s Pediatric primary care service area includes Auburn, Bedford, Candia, Goffstown, 
Hooksett, Manchester and New Boston.
t o t a l  u n i q u e  p a t i e n t s
Unduplicated 2008 — 1,769 patients (includes both Child Health Services and Teen Health Clinic)
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Dartmouth-Hitchcock Manchester Dartmouth-Hitchcock Bedford Dartmouth-Hitchcock
100 Hitchcock Way 25 South River Road Notre Dame Pavillion
Manchester, NH 03104 Bedford, NH 03110 at Catholic Medical Center
(603) 695-2500 (603) 695-2572 87 McGregor St.
www.dartmouth-hitchcock.org/manchester Manchester, NH 03102
m i s s i o n
We advance health through research, education, clinical practice and community partnerships, providing each 
person the best care, in the right place, at the right time, every time.
h i s t o r y
Dartmouth-Hitchcock Manchester was founded in 1984, when six respected local physicians joined forces to 
create Manchester's first multi-specialty group practice. Their goal was to serve the health and medical needs 
o f the citizens o f Manchester and surrounding communities.
In 1998, to meet the increasing demands of the community, a new state-of-the-art, 120,000 square-foot 
ambulatory care facility was completed to house the Manchester group practice.
d e s c r i p t i o n
Dartmouth-Hitchcock Manchester is a multi-specialty, community group practice with more than 125 
physicians and associate providers. Dartmouth-Hitchcock Manchester’s primary and specialty care 
departments offer a full range o f healthcare services for the entire family, including onsite laboratory and 
radiology services. Local and traveling specialists from the Dartmouth-Hitchcock Medical Center in Lebanon 
see patients at the Children’s Hospital at Dartmouth (CHaD) and the Norris Cotton Cancer Center, in 
Manchester, providing world-class care close to home.
As part o f an integrated system of healthcare that includes the state’s leading teaching and specialty hospital, 
New Hampshire’s only children’s hospital and a nationally designated cancer center, patients have access to a 
collaborative group o f medical professionals that are researching new treatments, providing patient-centered 
care, and delivering excellence in all specialties. Dartmouth-Hitchcock Manchester physicians also serve on 
the medical staff o f Elliot Hospital and Catholic Medical Center.
s e r v i c e  a r e a
Towns covered in Dartmouth-Hitchcock Manchester's service area include Auburn, Bedford, Candia, 
Chester, Deerfield, Goffstown, Hooksett, Manchester, and New Boston, New Hampshire.
t o t a l  u n i q u e  p a t i e n t s
Unduplicated patients 2006-2008 — 103,437 
Patient visits 2006-2008— 703,185
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B
 555 Auburn Street 




m i s s i o n
To provide exceptional services to ensure that all people with disabilities or special needs and their families 
have equal opportunities to live, learn, work, and play in their communities.
h i s t o r y
Easter Seals was founded in New Hampshire in 1936, when Dr. Ezra Jones, the state's first orthopedic 
surgeon, opened a facility for children in Nashua. In the 40s, we expanded our services to include the adult 
and geriatric populations. Easter Seals currently leads several collaborative efforts including the Autism 
Network, Seniors Count and the Easter Seals Transportation Resource Access and Coordination project. 
Whether helping someone improve their physical mobility, return to work or simply gain greater 
independence for everyday living, Easter Seals offers a variety o f services to help people with disabilities 
address life’s challenges and achieve their personal goals.
d e s c r i p t i o n
Easter Seals has been helping individuals with disabilities and special needs, and their families live better lives 
for nearly 75 years. Our programs fall into the following service areas: childcare and early intervention 
services, special education, camping and recreation services, medical rehabilitation, vocational services, 
veteran’s services, senior services, and transportation. At the core o f the Easter Seals organization is a 
common passion for caring shared by its 1,374 staff members in New Hampshire.
Easter Seals prides itself on its ability to make its services available to all, not just those who can afford them. 
In 2008, we provided more than $4 million in free and reduced-price services to New Hampshire families 
who needed, but could not afford the services.
s e r v i c e  a r e a
Easter Seals provides services throughout the State o f New Hampshire.
t o t a l  u n i q u e  p a t i e n t s
2008 individuals and families served: 28,883
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ELLIOT
HEALTH SYSTEM
One Elliot Way 
Manchester, NH 03103 
(603) 669-5300 
www.elliothospital.orp
h i s t o r y
Established in 1890, Elliot Hospital is the oldest community hospital in New Hampshire and the first general 
hospital in the state.
d e s c r i p t i o n
Elliot Health System (EHS) is the largest provider o f comprehensive healthcare services in Southern New 
Hampshire. The cornerstone of EHS is Elliot Hospital, 296-bed acute care facility located in Manchester 
(New Hampshire's largest city).
Elliot Hospital is a premier healthcare provider in many disciplines, and is the designated trauma center for 
the Greater Manchester area. It is also home to the Elliot Regional Cancer Center, The Max K. Willscher 
Urology Center, and has one of only three Level 3 Neonatal Intensive Care Units (NICU) in the state o f New 
Hampshire.
In September 2008, a new Cancer Center in Londonderry opened in collaboration with Dana Farber Cancer 
Institute.
Elliot Physician Network offers primary care services throughout 22 physician practices in the Greater 
Manchester area.
a w a r d s
2009 Healthcare Business o f the Year 
Most Wired Hospital
Press Ganey Summit Award — given to Elliot 1-Day Surgery Center
Community Value Index
Breast Imaging Center o f Excellence
s e r v i c e  a r e a
Elliot Hospital’s primary service area includes Auburn, Bedford, Candia, Chester, Deerfield, Derry, 
Francestown, Goffstown, Hooksett, Londonderry, Manchester , New Boston, and Raymond.
s u m m a r y  s t a t i s t i c s
Total Inpatient Discharges 2008 — 12,587 
Ambulatory Surgery — 4,186 
Emergency Room — 52,503 
Observation — 3,704
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MvHnt
M A N C H E S T E R
CdTKMHKtty
H E A L T H  C E N T E R
145 Hollis Street, Second Floor 
Manchester, NH 03101 
Phone (603) 626-9500 
www.mchc-nh.org
m i s s i o n
The mission of the Manchester Community Health Center is to foster, through direct service and 
collaboration, high-quality, comprehensive family-oriented primary healthcare services that meet the needs of 
a diverse community regardless o f age, ethnicity or income. Our focus is to provide access to those who 
cannot access primary healthcare services.
h i s t o r y
MCHC was established in 1993 to principally provide family oriented primary health care services to the 
people o f Manchester and surrounding areas believed to be uninsured, underinsured or lacking access to 
sources o f affordable, quality healthcare. It is a Federally Qualified Health Center (FQHC) and is funded by 
the Bureau of Primary Health Care under Federal 330 of the Federal Department o f Health and Human 
Services, Health Resources and Services Administration.
d e s c r i p t i o n
Services are provided on a discounted fee scale based upon the patient's income and family size and address 
the patient's medical and social needs. Basic services offered include: family medicine; perinatal care; nutrition 
counseling; translation services; health education; preventive screening; Medicaid outreach; medical case 
management; social service coordination; mental health counseling; adolescent preventive health services and 
referral assistance. MCHC also offers transportation assistance and discounted pharmacy assistance.
a w a r d s
Citizens Bank — NH Community Champion Fall 2004
Pfizer Sharing the Care — Recognition for serving more than 2,600 patients
NH Immunization Program — Recognition for achieving 90% coverage for selected vaccine series 
NH HealthyKids — Recognition for Medicaid enrollment rate
s e r v i c e  a r e a
Manchester Community Health Center's service area covers Greater Manchester including, but not limited to, 
the communities o f Goffstown, Hooksett, Auburn, Candia, Londonderry, Derry and Bedford. Its target 
population consists o f the uninsured, the underinsured and includes pregnant women, infants and children, 
teenagers, adult men and women, senior citizens, Manchester's refugees and patients who qualify as low 
income or indigent. Currently about 1 in every 3 patients who visit the Health Center requires an interpreter.
t o t a l  u n i q u e  p a t i e n t s
Unduplicated 2006-2008 — 9,401 patients
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401 Cypress Street 
Manchester, NH 03103 
(603) 668-4111 
www.mhcgm.org
To provide an accessible, comprehensive, evidence-based system of mental health services that empowers 
individuals to achieve recovery and serves to promote personal and community wellness.
h i s t o r y
Founded in 1960, The Mental Health Center o f Greater Manchester is the largest provider o f outpatient 
mental health services in New Hampshire. The Center has grown over the last 49 years into one o f the 
nation’s most respected mental health centers, providing service to over 9,000 adults, children and seniors 
annually. The Center is affiliated with Dartmouth Medical School and is an off-campus training site for 
residents in psychiatry.
d e s c r i p t i o n
Designated by the NHDHHS Bureau o f Behavioral Health as a regional community mental health program 
for Region VII (Greater Manchester). As such, it provides a broad range o f services to 3,300 people who have 
a serious and/or persistent mental illness and provides 24/7 emergency psychiatric response to the 
community. It also manages all the behavioral health services for Catholic Medical Center, a local 330 bed 
general hospital.
Of note, MHCGM has developed an international reputation as a center o f excellence providing consultation 
to providers from at least 33 other states and 10 foreign countries interested in learning about the 
“Manchester Model”. MHCGM has a research department and is involved in a number o f research projects.
One o f The Center’s programs, Bedford Counseling Associates, is an outpatient counseling and psychiatric 
medication service for about 5,000 area citizens who require psychiatric care for a range o f conditions. These 
patients do not meet the state’s eligibility standards for severe and/or persistent mental illness, thus are not 
eligible for state funding for their care but are clearly in need o f mental health services.
Our recovery oriented approach means we are able to provide the right care, at the right time, in the right 
setting. Offering over 30 programs and delivering services through eight locations, we provide a high quality, 
comprehensive, evidence-based system of mental services that enables our clients to restore the quality o f 
there lives and serves to promote wellness.
s e r v i c e  a r e a
The Mental Health Center o f Greater Manchester’s primary service area includes Auburn, Bedford, Candia, 
Goffstown, Hooksett, Londonderry, Manchester and New Boston.
t o t a l  u n i q u e  p a t i e n t s
Unduplicated 2006-2008 — 21,392 patients
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